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‘Over Seventy ’ 


UBLICATION by the National Council of Social 

Service of the 100-page booklet Over Seventy,* being 

the report of an investigation into the social and 

economic circumstances of one hundred people of 
over seventy years of age, is most opportune at a time when 
attention has been focused on the problems of ageing 
through the recent world congress on gerontology in 
London. 

The investigation was made possible through a 
generous grant from the Sir Halley Stewart Trust placed 
at the disposal of the National Old People’s Welfare 
Committee in the autumn of 1952. It was intended as a 
‘pilot inquiry ’ and it is hoped that its fruits will be of 
assistance to all who are responsible for planning services 
among the elderly. It was made in the belief—stimulated 
by an earlier report of the Nuffield Foundation on the 
problems of ageing and the care of old people, published 
in 1947—that there is need for ‘ continued and systematic 
inquiry into all matters affecting the aged’. 

Reference is made to similar studies made in Wolver- 
hampton and Sheffield, but for several reasons the present 
inquiry was limited to persons in the age group ‘ over 
seventy ', one being the policy of encouragement to 
remain at work after the age of normal retirement—a 
policy emphasized in the first report of the National 
Advisory Committee to the Ministry of Labour and 
National Service on the Employment of Older Men 
and Women (Cmd. 8963—Oct. 1953). Further, it was 
pointed out by Dr. Sheldon in his report of an inquiry 
made in Wolverhampton, The Social Medicine of Old 
Age, that whereas up to the age of 70 people are affected 
by the various pathological states common to all adults, 
“after 70 the more specific symptoms of old age—e.g. 
weakness, vertigo, spondylitis, difficulty with traffic, and 
loss of confidence, become increasingly important.” 

The aim of the inquiry was ‘‘ to provide material for 
an up-to-date picture of the patterns of life, social relation- 
ships and material circumstances of old people over 
70 years of age, living in their own homes but not 
as one of the household of a member of their own or 


another family.”” For this purpose the Committee chose 


the borough of Hammersmith which with its resident 
population of 119,300 holds, so to speak, a middle place 
among the London boroughs and in which the 10.5 per 
cent. of people who are over 65 years of age is roughly 
equivalent to the proportion for Great Britain as a whole. 
Hammersmith offers, too, a variety of facilities such as 
housing, employment and existing services for old people, 
its Old People’s Welfare Association having been active 
since the war years. 


* Published by the National Council of Social Service, 26, Bedford 


Square, London, W.C.1, price 5s. 


In order to select as representative a sample of 
people as possible, it was decided to use lists completed 
by the Borough Council in 1952 of some 7,000 people of 
pensionable age who had received gifts from overseas 
food parcels or Christmas dinners distributed from the 
Town Hall. In all 417 names were thus drawn, no less 
than 317 being rejected for a variety of reasons. Of 
these the majority were not found at the address given 
or were away when the inquiry was made, some were 
unwilling to co-operate or .were found to be incapable 
of doing so, and others proved to be under 70 years of 
age or were living with their own children. Regarding 
the choice of only one field worker the report makes this 
interesting comment: “ In this way the same assessment, 
where subjective standards of judgement were unavoidable, 
was made; the confidence of the old people through a 
maintained and unvarying personal contact was won; 
and the necessity for time-consuming consultation and 


- conference with more than one visitor was avoided.” 


Specimens of the records used are included in the 
report. These comprise a lengthy questionnaire with 
36 items of inquiry in addition to the investigator's 
observations; copies of letters to the old people announc- 
ing the date of visit; classified lists of income and 
expenditure, and tables showing the results of the latter 
when analysed. 

In considering the social background of the old 
people, 31 of whom were men and 69 women, the factors 
taken into account were housing and home conditions; 
family relationships; occupations at home; interests 
outside the home; employment and retirement. While 
their housing accommodation, as might be expected, 
was found to be generally unsuited to the use of aged 
people, opinion was clearly divided as to the advantages 
of living in a residential home. Some expressed the 
desire to go into such a home because they were lonely 
or in poor health and felt they would shortly need more 
care and help than neighbours could be relied upon to 
give, others preferred to ‘ struggle on for ever’. One old 
lady, after a week in a home, went back to her own flat 
(which she had kept on meanwhile) saying it had been 
‘goodbye to freedom’! She complained of “ lack of 
food in the home after 5 p.m. and having to rise at 5.30 a.m. 
on Sunday to be ready to attend a service at 7.30 a.m.” 

The investigation showed that three-quarters of the 
number visited were in touch with their relatives either 
immediately or by correspondence; of the rest half were 
out of touch and the other half had no family living. This 
supports the view, in keeping with other inquiries (listed 
for reference in an appendix of the report), that family 
ties remain encouragingly strong. 

Among the needs which it is suggested could be met 


hiked \ 
7 
LAI a; 
L, 
hi, 
tal, 
le. 
la 
ald 
‘ 
ere 
‘ 


888 


through increasing effort on behalf of the aged are a 
better supply of large-type reading matter; reduced (or 
free) wireless licences; sheltered or covered seats in public 
parks and gardens; more opportunities for outings and 
holidays; a visiting service to lonely old people; extension 
of laundry facilities; more clubs and the provision through 
visitors of club facilities for the housebound and infirm. 
Urging the necessity “‘ for an adequate and competent staff 
of workers to undertake both advisory and case work ”’ the 
report points out that a considerable number of the old 
people visited ‘“‘ had some need or anxiety about which no 
action was being taken ”’. 

A rough assessment by the field worker of the physical 
state of these old people showed one half of them to be active, 
one third infirm and the rest disabled or bedridden. All 
of them (except one who was a private patient) were on a 
doctor’s list under the National Health Service, but according 
to records made in the two months preceding the completion 
of the questionnaire their demands upon the medical service 
were not heavy. The comment is made that of those suffering 
from arthritis none were receiving any treatment either at 
hospital or from a mobile physiotherapy unit, while only 
three (two women and one man) were being visited regularly 
by a district nurse. 

The report concludes with a detailed examination of the 
analysed accounts of income and expenditure already 
mentioned. Compared with figures given for the Old Age 
Pensioner Households of the Ministry of Food Survey, the 
amount spent on food was exceeded in the present inquiry 
by the average expenditure of men, women and couples per 
head, but the report states: “‘ it is not the average expenditure 
that is important to the individual, however, and two men, 
two women and three couples spent less on food than a 
‘human needs ’ diet.would require’. Expenditure on rent, 


‘Nursing Times’ Tennis Cup 


COMPETITORS AND GUESTS at the final contest for the 
Nursing Times Cup_in the inter-hospital tennis tournament 
to be played on Thursday, September 2, will be delighted to 
learn that Professor Ian Aird has kindly consented to present 
the new ChallengeCup. Professor Aird, Ch.M., F.R.C.S., Eng. 
and Ed., Professor of Surgery, University of London, and 
Director of Surgical Studies, Postgraduate Medical School of 
London, Hammersmith Hospital, is already known to many 
nurses other than those of Hammersmith Hospital, through 
showing to nurses recently the outstanding film taken during 
the hazardous operation he performed last November on 
the Nigerian conjoined twins.. Those who have not had 
this privilege will welcome another opportunity of meeting so 
distinguished a member of the medical profession. The final 
teams are The Middlesex Hospital, who won the previous 
Challenge Cup outright last year and defeated Westminster 
Hospital in the semi-finals this year, and Queen Mary’s 
Hospital, Sidcup—newcomers to the final contest—who won 
the semi-final match against St. George’s Hospital. The 
record number of 71 hospitals competed this year and the 
final match will be played, as always since the first tournament 
in 1912, at St. Charles’ Hospital, Ladbroke Grove, through 
the courtesy of the hospital authorities and Miss R. S. 
Titley, matron. Readers wishing to obtain tickets for the 
occasion should write to the Editor who will be happy to 
meet them at this pleasant and informal event. 


To Visit Africa— 

Miss D. C. Bripces, C.B.E., R.R.C., executive secretary, 
International Council of Nurses, expects to leave London 
by air on September 12 for an extended visit to the African 
continent. Her main objective is to attend, at the invitation 
of the South African Nursing Association, the biennial 


meeting which opens in Durban on October 4. An invitation 
from the Association to attend the 1952 meeting was post- 
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fuel, laundry, life insurance, cleaning and domestic help, 
household materials and other necessities is distinguished 
in the analysis from that on tobacco, beer, new: papers, 
entertainment and the cost of keeping a dog or a cat-—a very 
general item in the week's expenses. 

Analysis of total sources of income shows that in addition 
to statutory retirement pensions the great majority of people 
covered in this inquiry were receiving’ grants from the 
National Assistance Board, varying in amount from 2s. 6d. 
to {2 per week. In only 12 cases was the weekly income 
supplemented by earnings; a few were in receipt of other 
pension monies, rent from lodgers, or private income, and 
in only one case was help being received from a son. 

Seen in the light of the recently published report of 
the National Assistance Board for the year 1953, which 
shows the continuous rise in the number of allowances made 
to supplement retirement and old age pensions—from 767,000 
in 1951 to 856,000 in 1952 and 938,000 in 1953—-these 
individual findings on even such a small scale serve to 
emphasize the present inadequacy of such pensions and the 
urgency of the need for some readjustment to meet this 
growing national problem. 

Commenting in its August issue on the recent meetings 
of the International Association of Gerontology, the British 
Journal of Physical Medicine suggests that ‘“‘Any system 
whereby old people are ‘looked after’ financially and 
socially is bound to fail in the end, for the problem will 
ultimately be too vast. Governmental approach is always 
by means of considering more welfare facilities for old 
people, but surely the social approach should be an endeavour 
to encourage the younger worker to provide himself for old 
age and the medical approach should be by careful research 
and skilful medical care to keep the older worker fit for a 
useful job.” 


poned on account of Miss Bridges’ 
trip to India and Pakistan in that 
year. As executive secretary of the 
ICN, Miss Bridges has the dual res- 
ponsibility of maintaining, with the 
help of her staff, the headquarters of the International Council 
in London and of visiting, by invitation, member countries 
and others in association with the ICN, for the purpose of 
advising and assisting them on professional matters when 
problems arise which justify such visits. On her way to 
Durban Miss Bridges will visit both Northern and Southern 
Rhodesia, at the invitation of the respective nursing associa- 
tions; Northern Rhodesia was admitted to membership 
of the ICN in 1953; Southern Rhodesia’s membership 
dates from the Interim Conference held in Stockholm in 
1949. Miss Bridges will also spend a month visiting nursing 
centres in the Union of South Africa. 


A mobile mass X-vay unit operating from New Cross General Hospital 

makes a street-to-street tour in south-east London. This scheme, 

which takes the mass X-ray service to the doors of the people, saves 
travelling and the necessity for making appointments. 
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—Rome Congress Preparations 


RETURNING by air via Ethiopia, Miss Bridges will visit 
Addis Ababa for five days at the invitation of the Ethiopian 
Nurses’ Association, going on from there to Cairo, at the 
invitation of Miss Fatheia Mustafa, Vice-President of the 
Egyptian Nurses’ Association and matron of the Kasr 
el-Aini Hospital. She also hopes to visit Alexandria, where, 
in company with Miss Inger Gotzsche, World Health 
Organization Regional Nursing Adviser, she will see the 
Eastern Mediterranean Regional Office and the Regional 
College of Nursing recently opened under the auspices of 
WHO. Miss Bridges will break her journey in Rome on 
her way back to England, in order to consult with the 
Provisional Committee set up by the Italian Nurses’ Associa- 
tion to prepare plans for the Congress of the ICN to be 
held in Rome in 1957. While wishing Miss Bridges every 
good fortune in this coming tour, British nurses will appre- 
ciate the many demands made upon her in fulfilling the duties 
imposed by the responsible office which she holds and will 
look forward to hearing from her, after her return on 
October 29, some account of these further travels. 


A History of Industrial Nursing 


GREAT INTEREST will be felt, particularly by occupational 
health nurses in this country and overseas, in the publication 
this week of a book by Miss Irene H. Charley, S.R.N., 
$.C.M., H.V. Cert., nursing consultant, Crusader Insurance 
Company Ltd., on the history and development of industrial 
nursing in Great Britain—a subject she has made peculiarly 
her own—entitled The Birth of Industrial Nursing and 
published at 10s. 6d. by Bailliére, Tindall and Cox. Those 
who in recent years have taken the industrial nursing course 
at the Royal College of Nursing or studied at the Birmingham 
Accident Hospital have seen Miss Charley’s filmstrip and 
heard her lecture on this subject. Others with longer experience 
in industry know and admire Miss Charley for her tireless 
activities on their behalf through the Royal College of Nursing 
and for her keen personal interest in their work. Industrial 
nursing students of the future will greatly benefit from this 
book on a subject hitherto unrecorded, and author and 
publisher are to be congratulated upon its publication. 


Trilene in Midwifery 


MIDWIVES ON THEIR OWN RESPONSIBILITY after adequate 
instruction will, in the near future, be able to administer 
Trilene with approved inhalers as an analgesic in childbirth. 
This was announced by the Minister of Health (Mr. Iain 
Macleod) in a written answer in the House of Commons on 
Friday, July 30, as reported last week. The Central Midwives 
Board have accepted a recommendation to this effect by a 
Committee of the Medical Research Council. The Committee 
was set up in 1949 to inquire into the use of Trilene (trichlor- 
ethylene) as an analgesic by midwives and has made pro- 
longed and exhaustive trials with various types of apparatus, 
as a result of which an approved specification has been 
drawn up. The full Report of the Committee will be 
published in the autumn. The requisite arrangements are 
being made by the Ministry and the Board to enable the 
recommendations to be carried into effect. An amendment 
of the Rules of the Central Midwives Board will be entailed 
and special arrangements have to be made for the instruction 
of the midwives and for the testing of apparatus to ensure 
that it conforms to the approved specification. Some 
considerable time must elapse before a supply of approved 
Machines becomes available for the use of midwives. At 
present Trilene can be administered only under a doctor’s 
personal supervision. The main difficulty has been to-find 
4 suitable inhaler by which the gas can be safely administered 
by a midwife working alone. Midwives are already author- 
ized, after appropriate instruction, to administer nitrous- 
Oxide and air, and over 60 per cent. of mothers confined at 
home receive this form of relief from the midwife. The 
‘fect of Trilene is broadly similar to that of nitrous-oxide 
and air; an advantage is that the apparatus is more easily 
portable. ; 


PAGE 
‘Over SEVENTY ’ 887 
THE CARE OF THE GERIATRIC “PATIENT 890 
AMERICAN Letrer—15_ 893 
PEOPLE AS PATIENTS AND PERSONS 8496 
AT THE ROBERT JONES AND AGNES HUNT ORTHOPAEDIC 
HospitaL: A New Nurses Home at OSWESTRY 898 
FLORENCE NIGHTINGALE (serial) eee _ 900 
THE PATIENT IN THE WARD TODAY ‘ 902 
SomME PROBLEMS AND How wE TACKLED THEM . 904 
Orr Duty ous 906 
NuRSING SCHOOL News one sien 
A Visit TO CANADA AND THE. U.S. A. 908 
ROYAL COLLEGE OF NURSING NEws 910 
HERE AND THERE nie os 912 


British Commonwealth Scholarships 


WE PUBLISH on page 911 of this issue the awards made 
by the British Commonwealth and Empire Nurses War 
Memorial Fund, for 1954/55. The list includes three nurses 
from Commonwealth countries, aJl of whom are planning 
to study at the Royal College of Nursing in London. They 
are Miss Alice Zachariah (India) and Miss Petronella van 
W. Bester (South Africa), who will take the course in Nursing 
Administration (Hospital), and Miss Loulla M. Bouyouka 
(Cyprus), who is to take the sister tutor course. We learn 
that Miss Margaret Nairn, winner of the Robert Wood 
Johnson Scholarship, who is a health visitor with the 
Aberdeen Public Health Department, intends to study child 
welfare in the United States and Canada. Miss F. K. S. 
Chatfield, welfare officer for retail staff, Boots Pure Drug 
Co. Ltd., London and south-eastern area, awarded a Per- 
manent Fund Scholarship, also plans to.go to Canada and 
the United States, where she will study the health and welfare 
of shop assistants and office employees. Readérs will join 
with us in congratulating these nurses orf their success. 


Film of Mental Nursing 


A FILM is in the process of being made at Shenley Mental 
Hospital, Hertfordshire, and will eventually be used to 
stimulate recruitment to mental nursing. The film will tell 
the story of a girl who decides to take up nursing in a mental 
hospital, and this part and that of her friend, another nurse 
at the hospital, will be played by professional actresses— 
Miss Adrienne Corri and Miss Joan Winmill. Doctors and 
nurses, but no actual patients, will be seen in the film 
which is being directed by Miss Margaret Thomson who 
was responsible for the direction of The Kidnappers. This 
project is sponsored by the North West Regional Hospital 
Board who hope that it will demonstrate that mental nursing 
is a satisfying and interesting career. 


Miss Ethel Strudwick, C.B.E. 


WE LEARN WITH REGRET of the death, at the age of 
74 years, of Miss Ethel Strudwick, C.B.E., who from 1927 
to 1948 was High Mistress of St. Paul’s Girls’ School. Though 
best known for her many and distinguished services in the 
scholastic world, Miss Strudwick will also be remembered 
as a very good friend of the Royal College of Nursing, in 
the work of which she was greatly interested; she had been 
for a number of years, up to the time of her death, a member 
of its Advisory Board on Nursing Education. 


Miss Monica M. Wuest 


WE HAVE LEARNED with regret of the death in Zirich 
on August 8 of Miss Monica M. Wuest, at the age of 55 years, 
following a severe illness. - Miss Wuest, who was directrice 
of the Red Cross School of Nursing, Zérich, was well-known 
to many nurses, having served on standing committees 
of the International Council of Nurses for a number of years; 
she had represented Switzerland as a delegate on several 
occasions. Her loss to the nursing profession both in 
Switzerland and in international circles will be keenly felt. 
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The Care of the Geriatric Patient’ 


by CATHERINE COLWELL, Psychiatric Social Worker, Geriatric Unit, The Bethlem 
Royal and Maudsley Hospitals. 


HE Bethlem Royal Hospital, in whose geriatric unit 
I am working, is a hospital for the treatment of 
voluntary patients suffering from nervous and mental 
illness. We are a teaching hospital and take, in the 
main, patients whose prognosis is fairly hopeful. In that 
respect we differ from the majority of non-teaching hospitals, 
but otherwise we face many of the same problems as those in 
mental or general hospitals. And I would like to emphasize 
that what I have to say seems to me to be equally relevant 
in regard to patients suffering from any type of illness and 
should not be considered as applying only to mental patients. 

Our first task is to examine the way the patient and his 
relatives feel; our second, perhaps, the way we feel ourselves 
in relation to them. Later how we may best unite to use our 
various skills and differing training for the better care of our 
patients. 

I do wonder whether you are always able to see your 
patient in his entirety, as a member of his family, perhaps 
the focal figure around whom the family revolves. On 
visiting day this comes more easily to mind for then one is 
brought face to face with the visitors and the reminder is 
sharp; one remembers that Mr. Jones has as his responsibility 
Mrs. Jones and perhaps several little Joneses. But in between 
times, it may sometimes be difficult to put oneself into the 
patient’s mind and feel, as he does, the anxiety of his position. 

How easy it is to say over the ‘phone “ Mr. Jones’s 
condition is quite satisfactory. Yes, you can visit him to- 
morrow ” and hang up. How difficult, with the pressure of 
work upon you, to relax enough to be able to allow Mrs. Jones 
to talk on the ’phone, to let her spill over her anxiety. But 
how much more satisfactory in the long run, for your patient 
may well recover quicker, have an uneventful convalescence, 
if he feels his family are at ease and do not bring their anxiety 
to the bedside on visiting days. 


Ward Telephones 


To a management committee upon which I serve there 
recently came a request that national telephones be installed 
in all wards. Having only internal ’phones it is necessary to 
send messages about patients to their relatives through the 
switchboard. Since that meeting I have discussed this 
question with many members of the nursing profession and I 
am surprised how many people do not want a ward telephone. 
Having worked with the Nuffield job analysis team I am 
fully aware of the amount of time which is spent answering 
telephones, but the opportunity to relieve the worry of a 
patient’s relative, at first hand, is not one to miss, and I am 
sure that there are many sisters who would welcome the 
chance to talk to the relatives themselves instead of having 
to leave it to the telephone operator. In this respect the 
suggestion made by the job analysis team that a ward clerk 
be employed to deal, among other things, with the answering 
of the ’phone would obviate this problem and make it possible 
for sister to come when she is really needed, not for a thousand 
trivial calls a day. 

The ward sister is the hostess to her patients, among her 
other roles, and, Nuffield Report to the contrary, she is a 
teacher to her students and as such should be able by her 
example to show her students how to cope with the feelings 
of those near to her patients. 

What are the particular problems which the geriatric 
patients face and how can we best help them deal with their 
problems ? 

Primarily it seems that they centre around the patient’s 
need to become a child again, with a child’s dependence upon 


* Abstract of an address given at a refresher course for ward sisters 
held at the Royal College of Nursing Education Centre, Birmingham. 


whomsoever is nearest to him. In hospital that person is 
primarily the ward sister and I am continually impressed with 
the way in which men and women in the 60’s, 70’s and 80’s 
quite obviously look on sister as ‘ mother’, no matter how 
young she may be. It is equally true that the rest of us, 
student nurses, social workers and all members of the team, 
in our turn receive the burden of the patient’s dependence, 
but the sister is the prime focus of the feeling. I have used 
the word ‘ burden’ advisedly because I think it must often 
seem to a busy sister that the demands of the aged are out of 
all proportion. 


Need for Reassurance 


But let us examine those demands; what is it that the 
patient is really asking of you when she continually pursues 
you with trivial requests ? What does she really mean when 
six times in one day she asks you if you think her daughter 
will remember to bring her clean nightdress or the knitting 
she wants to get on with? It is not the nightdress or the 
knitting which she wants—the patient knows as well as you 
that you can provide the one and the occupational therapist 
the other—she is asking for attention, as a child does, and 
for reassurance. She needs to feel certain that she is not being 
forgotten, that the place which is hers by dint of the passage 
of time, if for no other reason, will not be blotted out so that 
on her discharge she will feel uncertain of her function and 
become, as it were, a being without a niche, an emotional 
wanderer. 

If this applies to our old people with families, how much 
more acute will be the anxiety of the aged who are alone; 
those perhaps who have managed, at what a cost to them- 
selves, to keep going in a tiny flat or furnished room, to keep 
their independence. How must we suppose they feel when, 
knowing their period in hospital is drawing to a close, they are 
faced with discharge not, perhaps, to the familiar room but to 
a home for the elderly or even a large institution? Is it 
surprising that, in their roundabout way, they ask you for 
affection, ask to be told that they are still important to some- 
one, that, in fact, they are still people and not merely ‘ the 
patient ’ ? 

I was delighted recently to read in a new textbook of 
psychiatry for nurses that that important commodity, love, 
should not be kept in short supply from the nurse to her 
patients. It was one of the first times in this country that I 
have found that particular spade called a spade, though at the 
Menninger Clinic in the United States, medical instructions 
to the nursing staff often consist of the cryptic initials, 
* T.L.C.’—tender, loving care. This textbook recognizes that 
love, in its broadest sense as meaning interest in another, 
sympathy and attention, kindly concern, and support, moral 
and emotional, is a prime factor in the healing of psychiatric 
patients, one of the main psychotherapeutic tools which the 
professions of medicine, nursing and social work have in 
common. 

But do not think that because this is discussed in 4 
psychiatric textbook it applies only to mental patients. We 
all know that warmth and tolerance and understanding 
(which are all aspects of love) must be used in dealing with all 
patients. No two people are alike; so it will be necessary to 
protect yourselves from the tendency to think collectively 
about them. (This attitude sometimes manifests itself, I have 
noticed, in a tendency to call the old ladies ‘ granny ’ instead 
of ‘Mrs. Robins’. We all have our favourites—usually, I 
think, the tractable, suggestible patients who are the least 
trouble to us; but often the rest of the ward tends to become 
lumped together and I am sure it must be hard, in a big and 
busy ward, to sort them out in terms of their feelings, which 
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is what must be done if we are to care for the whole person and 
not merely the body and the mind. 

Here we come to our second task, to examine our own 
feelings in relation to our patients. It would, of course, be 
absurd to expect that feelings towards all patients must, or 
indeed should, always be positive ones. Nurses are human 
beings too, and, as such, may have their hostile feelings. But 
it is when we do not recognize such feelings in ourselves, when 
we repress Our awareness of them, that the greatest damage 
can be done to the relationship between nurse and patient, or 
between social worker and patient. It is then that the 
negative feelings which are latent crop up in an unexpected 
fashion, sometimes almost unrecognizable as having anything 
to do with the problem at hand. 

Here is an example from my own experience. Some 
time ago we had in one of our wards a woman of 63 who had 
recently been retired from a firm where she had worked for 
over 30 years. She lived alone, a demanding and somewhat 
embittered old spinster. With the lack of occupation she 
became aware of the loneliness of her life and during a 
physical illness she reacted with an acute depression and was 
admitted to our hospital. For many weeks, while the doctors 
strove to build her up both physically and emotionally, I 
worked to reorganize her living arrangements so as to enable 
her to live on one floor and so save exertion. But I found 
myself frustrated almost daily by the patient’s stubborn 
refusal to keep to any plan which we might have worked out 
together. On arrival in the morning I grew to dread opening 
my office door, knowing that I would be very likely to find a 
note on the floor cancelling the plan of the previous day and 
suggesting another one, equally difficult to carry out. I kept 
telling mpeelf that the patient was old, sick, lonely and 
frightened and in my own anxiety at being unable to complete 
the plans, failed to recognize two factors. 

The first was that the patient was reacting like a child 
because for many years she had been independent and self- 
supporting and she resented having things done for her—even 
though she was at that time incapable of doing them for her- 
self. The second was that I myself felt very irritated by not 
being allowed to put into execution plans which seemed the 
ideal solution to the problem. I saw, apparently. a threat to 
my professional ability. I failed to face these facts and so 
the patient’s recovery was delayed. In the end, with the help 
of the psychiatrist with whom I worked, I realized what was 
happening and was able to stop ‘ doing’ and think instead. 
Then I was able to say, in effect, ‘‘ this woman is old and sick 
and lonely and afraid, and she shows it by behaviour which is 
quite infuriating to me; how I wish we could discharge her— 
quick.”’ 

Soon it became possible for me to recognize that the 
doctor’s new plan was the best when he allowed the patient to 
leave without anything having been done to her house. 
Within a month, when I made a home visit, she had mobilized 
herself to get in the builders and alterations were going on— 
and the patient was cheerful and busy, and, furthermore, 
really quite pleased to see me—and I her! But had I not 
been able to look closely at my own behaviour we might have 
had a patient discharge herself against advice, go home, fail 
to adjust to her environment because of her unmet psycho- 
logical needs and be in need of further treatment within a 
short while. 


The Nurse and the Social Worker 


Because I know that social work is a demanding 
profession which asks a great deal of us, I am very aware that 
the nurse’s profession, too, is demanding and exacting (and 
you are with your patients for longer stretches of time than 
are we) and that it may well be difficult to give to each patient 
the amount of ‘ T.L.C.’ which you may wish to do. I think, 
however, that time given to examination of the reasons for 
the particularly difficult behaviour of some patients may pay 
dividends. By this method we may be able to avoid putting 
ourselves into the position which reactivates in the patient 
feelings and tensions which have disturbed him in the past. 
And it is here that the social worker can be a useful member 
of the team in relation to the nursing members, because it is 
she, in many cases, who obtains information from members of 
families which sometimes throws light upon the patient’s 
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behaviour and makes it easier to understand why he acts as 
he does. 

I remember an old man with a young wife and several 
children who was fearful and unco-operative, unfriendly to 
staff and patients alike, and was in a fair way to getting 
himself disliked in the ward. I went to his home to see his 
wife about some financial matter and while there learnt from 
her that she and our patient were not married. This informa- 
tion when discussed with him cleared the air very greatly and 
soon the patient, no longer so guilty nor so afraid, was able 
to enter into the life of the ward and so make life pleasanter 
for all concerned and hasten his own recovery. 

I think that if you take a look at your feelings about the 
patients under your care, particularly the difficult ones, you 
may find an unconscious attitude of rejection towards them 
creeping in and impeding you from really helping them in 
more than physical ways. And it is interesting to see how, in 
a ward, the attitude of the sister or charge nurse on such 
matters percolates through the staff even to the cleaner, who, 
quite unaware from whence she has received her knowledge, 
knows, none the less, that no one likes Mr. Brown and does 
not like him herself! As a social worker I am as much 
disturbed as you by the negative emotional atmosphere 
generated by some patients but surely the less placid our 
patients, the more of a challenge they should be to our skill. 

Perhaps in dealing with the geriatric group more than 
any other will the nurse find it invaluable to be a good 
listener—but seldom, if ever, will she need more patience. 
Old people are long-winded; detail which seems unimportant 
to younger people is to the geriatric a link with the past and 
the old person tends to savour the memory by repetition. 
You will reap good rewards if you listen patiently, will glean 
small details about many aspects of your patient’s life, a 
knowledge of which may help your relationship with him and 
make his care that much less difficult. 


Cultural Patterns 


The matter of cultural patterns is one which, in my view, 
could be more considered in the training of our student 
nurses. I was fortunate in receiving my training in New 
York, probably the most cosmopolitan city in the world. 
Our patients came from many European and Asian countries, 
each with their differing cultures, and had brought with them 
the habits and patterns of those countries. It was necessary 
to understand at least a little about the manners, the eating 
habits, the psychological traits of many different peoples, for 
nothing is so damaging to the cultivation of a relationship 
between two people as an affront, even when based on 
ignorance, to the feelings of one or the other of them. It is 
considered by some schools of social work thought in the 
States that objectivity in relationship cannot easily be 
obtained when client or patient and social worker eat or 
drink together in the home of the former. But when I came 
to work in this country I soon learnt that one’s ability to get 
to an understanding of the matter in hand is greatly aided by 
this sharing of hospitality—and to refuse a cup of tea is often 
considered an affront. I am delighted to learn that health 
visitors are taking student nurses to the homes of some of 
their patients and think such schemes should be encouraged. 

Dealing with the aged is apt to have a depressing effect 
upon some people. This, of course, is unlikely to be the case 
where young nurses are involved, but those of us who are 
approaching or have reached middle-age are often made aware 
directly or indirectly by our patients of our feelings of worry 
and uncertainty about our own future. This, it seems to me, 
is to be expected and happens, as I know from my own 
experience, in almost any branch of work. The tendency to 
identify ourselves with a particular problem is universal, but 
our patients can be a mine of unspoken advice in regard to 
our own future attitudes. And nurses, in their role of counsellor 
and friend, can do much, as we social workers can, if we 
really accept ourselves as we are, to help our patients find 
themselves, accept themselves and look forward to their 
discharge with satisfaction. 

Visitors to our wards, like telephones, can be a mixed 
blessing, but knowledge of our patients can be greatly 
increased merely by listening to relatives, and our ability to 


calm them has, as already mentioned, often a very therapeutic 
effect upon our patients. 

A recent publication of the World Health Organization 
speaks of the hospital as the ‘ therapeutic community ’ and 
stresses how important it is that all members of the team 
should co-operate in creating an atmosphere which is con- 
ducive to helping the patient cast off his dependence and 
become again a free and independent being. True, with the 
very old, this independence can only be partial since in most 
cases a living can no longer be earned and the old person must 
accept that he is carried by the rest of the community. It is 
therefore all the more important that in other spheres he 
should be encouraged to do for himself. The mind can, I 
think, regain part of its earlier independence, and nurses have 
an important role to play, as have social workers, in helping 
the patient to recognize this. 

One of the most important and useful tools in this 
respect is the organization of constructive occupations for 
patients whether they be bedfast or ambulant. This is 
conducive to contentment and the furtherance of a desire to 
go on increasing the scope of the patient’s activity. 

Such planning will become more and more important as, 
increasingly, we are accepting the premise that illness in old 
age should not necessarily mean confinement in chronic 
geriatric wards. And let us not forget that the shouldering 
of responsibility by the patient for his own future with 
support from the nurse is a vital aspect of the nurse’s work. 
The patient needs his nurse’s enthusiasm and faith in him; it 
is one of the crutches with which he will begin to live again. 


A Sense of Security 


Finally, there is the problem of building security in our 
patients; belonging, being important, within the confines of a 
tiny world of the ward. What can we do to foster this ? What 
is it which gives us, the physically and emotionally stable, our 
sense of security ? Only partially is it the fact that we have 
secure jobs and the financial return which goes with them; 
only partially our knowledge that superannuation and the 
State guarantees us a certain modicum of safety when we are 
old. Far more, it is, I am sure, the satisfaction which we get 
from feeling wanted, knowing that our particular small 
world is a happier: place because of our place in it. 

So it is with patients; old people in most cases have for 
sO many years been an important part of the small world in 
which they have lived that to be propelled, often against their 
will and because of circumstances which they cannot control, 
into a strange and alien new world is one of the most shatter- 
ing things which can happen and is something which, in many 
cases, must tear up by its roots the security of a lifetime. Add 
to this that the very old are probably deprived of the comfort 
of many of the old familiar faces which in themselves have 
constituted security, and you will see how great a responsi- 
bility we have to try and calm the frightened spirits of our 
patients. 


Anonymity 


Such simple things as letting the patient know the names 
of the nurses—anonymity is somehow alarming to some 
people— introducing the patient to her companions on either 
side when she comes in, trying at first to give those precious 
extra minutes to a new patient even when she does not 
actually. need attention—these things all help. 

Security, too, is often a matter of economics, as we all 
know, and the patient is frequently worried about this aspect 
of his stay in hospital. True, the sorting out of this problem 
should be in the hands of the almoner or psychiatric social 
worker, but they are not always easily and quickly available 
and if you want your patient to be at ease it is important that 
you be able to set his mind at rest, and reassure him that 
someone will take up this problem with him very soon. I 
would recommend the study of the small pamphlets put out 
by the Ministry of National Insurance and the National 
Assistance Board, so that the nurse has at her finger tips at 
least an overall understanding of the principles on which 
these organizations work. And let me again remind you that 
a good listener is a great tool for building the security and 
thcrefore the co-operation of your patients. 

It is my unshakable conviction that the prime necessity in 
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dealing successfully with patients of all categories is an abilj 
to feel with them, to understand their backgrounds, their 
difficulties, if possible to love them—and if we cannot do this 
last thing, to understand our negative feelings and accept 
them. For it is in this way, I have learnt, that we can achieve 
the greatest satisfaction in our work and it is only when we 
are satisfied in our work that we do it really well. 


Hospital and Community 


—by T. Ferguson and A. N. MacPhail. (Published for the 
Nuffield Provincial Hospitals Trust by Geoffrey Cumberlege, 
Oxford Uniwersity Press, Amen House, Warwick Square, 
London, E.C.4, 9s. 6d.) 

This book* has already been discussed in the Nursing 
Times leader of July 3, 1954. The present reviewer has little 
comment to add on the presentation of the book which is clear 
and concise, the appendices and index adding to its value. 

It is surprising that 56 per cent. of the homes with over- 
crowding to the extent of three or more persons per room 
were classified as ‘ good ’ as regards home background; this 
implies high standards of home-making in adverse conditions, 

The report presents two main challenges to the medical 
and nursing professions, for the findings show that of the 705 
men who received inpatient care in acute medical beds, 34] 
were either ‘ dead ’, ‘ worse’ or ‘ condition unchanged ’ two 
years after discharge from: hospital. We must remember, 
however, that the group was unselected and that ‘com- 
paratively few suffered from conditions that lent themselves 
to complete cure’. This aspect raises the question of whether 
we are making the best use of our acute medical beds. 

The second challenge is of first importance and concern 
to the social services and the public health nursing service and 
poses the question ‘ why is it that so many of these men 
deteriorated or failed to improve in health on their return to 
their homes ?’ The quick answer is that many of them were 
living under conditions which were frankly appalling; but this 
is not the whole picture. Surely in the majority of cases the 
illnesses from which they suffered could have been cured at 
some stage, and given more co-operation between the health 
and social services, much could have beén done to render life 
at home less of a burden. It would have been interesting to 
know how many men sought help from the National 
Assistance Board for although we revere the independent 
person who refuses to apply for outside help, surely it is some- 
one’s duty to explain to the post-hospital patient the import- 
ance of making every effort to regain full health and so once 
more to become a national asset. 

Much is said of the violent transfer from “ the protective 
care of the modern medical ward to Spartan conditions 
outside’. This involves more than a change in physical 
conditions for while in hospital little is expected of the patient 
except obedience to medical and nursing orders, as it is 
considered to be the doctors and nurses who make him well. 
On leaving hospital so much depends on the individual himself 
and the effort is all on his side. Who is to help him make and 
sustain this effort ? The nearest are in the home circle; is 
their part in the rehabilitation sufficiently explained to them ? 
Is the recently discharged patient receiving sufficiently 
sympathetic and encouraging treatment from the officials of 
the National Health Insurance, Labour Exchange, housing, 
National Assistance and health departments. : 

There is no doubt that the greatest help can be given in 
the home by the general practitioner aided by the health 
visitor and/or home nurse. Where there is close contact 
between the hospital almoning service and the public health 
service (preferably between almoner and health visitor for the 
area) families can be, and in fact are, prepared for the return 
of their sick relatives. In those areas where a health visitor 
is working with a group of practitioners she can help and 
advise both the doctor and the patient as to what resources 


* A study of over 700 unselected patients treated during 1950-1 
in the men’s medical wards of four ‘ acute’ general hospitals m 
Scotland. 
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aes available, often making the initial contact. She can also 
maintain a friendly and knowledgeable interest in the welfare 
of the patient over a long period and will in most cases already 
be known to the family. 

We would like to know: (a) in how many instances the 
discharged patient was referred to the public health service; 
(o) what the condition was of the 4.1 per cent. who received 
convalescent treatment when visited three months after 
discharge; (c) in how many instances National Assistance was 
sought with particular reference to assistance with special 

iets. 

‘ The view expressed in the final paragraph that “ it is 
doubtful whether résults substantially better than those 
presented in this report can be obtained with things as they 
are’ must, we presume, refer to the lack of co-ordination that 
exists in many areas between the hospital, public health and 
social service. The machinery is available and the personnel 
could undoubtedly be used more effectively. 

We await the findings of the Ministry of Health Working 
Party on the work of the health visitor which it is hoped will 
show the way to that close co-operation between the general 
practitioner and the health visitor which is so urgently 
needed. Meanwhile all branches of the nursing profession 
should acquaint themselves with the findings of this valuable 


eport. 
F, E. F., H.V.Cert. 


Introduction to Microorganisms 


(third edition).—by LaVerne Ruth Thompson, R.N., M.A., 
M.S. in Public Health (W. B. Saunders and Co. Limited, 7, 
Grape Street, London, W.C.2, 27s.) 

This is the third edition of this American book written 
for the student who is interested in the control and prevention 
of disease; it has been divided into five units or sections. 
The first unit, which is written for people with no knowledge 
of the subject, deals with fundamentals of microbiology— 
bacterial cell structure, identification of bacteria, their life 
activities and synthesis—and includes chapters on yeasts 
and protozoa. The next unit reviews favourable and 
unfavourable environments and thus the use of chemical 


AMERICAN LETTER—r¢5 


AYBE I should begin this letter with a word of 
warning to English nurses who desire to work 
in the United States. Do find out before you 
leave England what the conditions for working are 
in the State to which you are going and if you wish to take 
any kind of course make arrangements through the Royal 
College of Nursing and the National Council of Nurses. 


' There are two problems; one concerns the nurse who knows 


she will live permanently in the U.S. and wishes to work, 
and the other the nurse who just wants to spend a period 
of time there, preferably taking a course. I have met 
one or two of the latter who were disappointed but 
investigation before coming would have given them a 
clearer picture of what was being offered. 


Qualifying for New York Registration 


I belong to the former category. We moved to New 
York and I wished to continue nursing. I was a Registered 
nurse in the State of Illinois but that made no difference 
in New York. I had to fill in forms, the matron of my 
training school in England and the General Nursing Council 
were again asked for details. I had to have the First Paper 
of Citizenship and be a resident of the State of New York; 
the result of all this was that I was allowed to enter for a 
series of examinations for professional nurses set up by the 
Psychological Corporation of New York State. The fee 
was $15. Two hours were allowed for each examination 
and 1 entered for nine: anatomy and physiology, com- 

*{Mrs. Stevens Fisher was matron of The Royal Manchester 


Children’s Hospital, Pendlebury, before her marriage in 195!.— 
EviTor.] 


agents and the autoclave. This is followed by a unit on 
parasites and the host which discusses, as well as the host- 
parasite relationships, tissue response to infection and 
inflammation, with the effect of immunity. 

The next unit deals with detection and recognition of 
pathogens, describing various types in some detail. The 
last part of the book is entitled ‘Man against Parasites ’ 
and gives the history and organization of public health in 
the United States. 

The author assumes that the reader has some knowledge 
of chemistry and gives a suggested list of laboratory experi- 
ments at the end of each unit, so that this would be useful 
for a post-certificate student. All the material required for 
the introduction to bacteriology lectures for student nurses 
is contained here, but there is also a lot of detail not required; 
it is therefore not a book that the tutor would recommend 
her students to buy, but she might include it in the reference 
library. 

B. T., S.R.N., S.C.M., Sister Tutor Cert. 


Books Received 


Strain and Stress in Modern Living: Special Opportunities 
and Responsibilities of Public Authorities. Proceedings of a 
Conference held at Friends House, London, N.W.1, 25-26 
March 1954. (National Association for Mental Health, 
7s. 6d.) 

Disease and its Conquest.—by G. T. Hollis, Hon. M.A.(Oxon.) 
with a foreword by Maurice Davidson, M.A., M.D., B.Ch. 
(Oxon.), F.R.C.P.(Lond.). (Geoffrey Cumberlege, Oxford 
University Press, 9s. 6d.) 


British Standards Yearbook. Complete to March 31, 1954. 
(British Standards Institution, British Standards House, 2, 
Park Street, London, W.1, 12s. 6d.) 


Childbirth Without Fear; the Principles and Practice of 
Natural Childbirth.—by Grantly Dick Read, M.A., M.D. 
(Camb.). (William Heinemann Medical Books Lid., 10s. 62.) 


Family Doctor.—by Richard and Dorothy Williams. (Peter 
Davies, 12s. 6d.) 


E. STEVENS FISHER*, Diploma in Nursing, 
University of London, Registered Sister Tutor. 


municable diseases, medical nursing, nutrition, microbiology, 
paediatric nursing, pharmacology, psychiatry, and surgical 
nursing. 

As obstetrics is not part of our basic training in England 
and I am not a State-certified midwife I was not allowed 
to enter the obstetrics examination but I was requested to 
complete a 12-week course in the practice and theory of 
obstetrics in a recognized training school. Some nurses 
may find they have other ‘ deficiencies’ to make up, such 
as psychiatry, communicable diseases or paediatrics. Another 
requirement under New York State law is ‘ evidence of two 
years’ High School’; this 1 was unable to supply. The 
fact that I could present evidence of being educationally 
suitable to enter for the University of London Diploma in 
Nursing and for the Sister Tutor Course at King’s College 
of Household and Social Science, London University, was 
not acceptable. Therefore I had to sit the High School 
Equivalency Diploma Examination set up by the State 
Education Department. The fee was $5; there were five 
subjects of two hours each: correctness and effectiveness of 
expression (in English), interpretation of reading material 
in the social studies, interpretation of reading material in 
the natural sciences, interpretation of literary materials, 
and general mathematical ability. In addition I have paid 
$20 for Registration and $2.50 for a licence, and I now 
await a final statement that I am a Registered nurse in 
New York State. It is possible to get a temporary licence 
for six months only, while making application for the 
permanent registration. 

I entered the examinations with much trepidation but 
after the first few hours | became used ts the method. The 
questions are alP‘ true or false’ or ‘matching’ and nearly 
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always factual, and are answered by making a mark on the 
correct answer; there are usually six choices. The papers 
are corrected by machine. I thought the questions were 
extremely comprehensive and on the whole well planned 
and covering a very wide field of knowledge; this applies 
to the professional as well as the educational subjects. 

It was interesting to observe the people sitting for these 
examinations, people of all countries, almost none of them 
born in the United States. Thus one realizes once again 
the opportunities given to newcomers to earn a living, and 
the fact that such examinations are necessary in a country 
where the immigration numbers are so great. 

To complete the requirements for registration I became 
a student nurse for three months. I was fortunate in that 
I was allowed to take the course in the hospital in which 
I had been working, that I was allowed to work 40 hours 
instead of the usual 45 hours for students and that instead 
of paying a fee I was given a special student allowance. 
Apart from this I was in every way treated as a student by 
instructors and fellow students. This was good, for I had 
much to learn; it was important to carry out procedures 
as taught in that school and also it is many years since 
I have done actual bedside nursing. Though ‘ nursing’ as 
we knew it 20 years ago came to me easily the newer tech- 
nical procedures, the recording, the charting and the different 
names for familiar instruments and sometimes the difficulty 
of understanding America’s language, combined with the 
slowness of ‘ old age’, made me at times feel quite inferior 
to the young students. They were however quite charming 
in their helpfulness to an ‘old lady’ and a foreigner. I 
felt more confident in my approach to patients and I was 
again struck by the ability of the average American to 
relate in a friendly manner to so many strangers in a short 
time without in any way questioning it or apparently minding 
it: for instance, the number of people a new patient in 
an obstetrics outpatient department will talk with on one 
visit—two or three doctors, two or three nurses, besides 
clerical staff, social service workers and technicians. 

Quite by the way I note that the latest craze among 
children of 7-8 years old in hospitals is the collecting of 
signatures of hospital personnel; one child in a private room 
had 14 signatures collected within two hours of entering 
hospital and all of them were of staff who had given him 
some service since he was admitted to his room. 


Classes and Lectures 


Our training did not, I felt, greatly differ from that 
given in an English training school though there was no 
study day or block system. Lectures were during the day 
and we left the wards to attend them, with sometimes the 
feeling that we should have stayed to finish some job or 
give some service to a patient. It was unfortunate if one 
was on night duty and had a doctor’s lecture at 1 p.m. 
(Night duty, however, was 12 p.m.-8 a.m.) It was rather 
annoying to arrive and find that the doctor was unable 
to lecture on that day, though it did not happen often; but 
does it not strike a familiar note? Apart from doctors’ 
lectures our classes were given by the supervisor-instructors 
of the unit in which we were working. On night duty these 
classes were given from 12.30 a.m.-2.30 a.m.; many classes 
and lectures were of two hours’ duration. The content of 
the classes given in the units had been developed to cover 
the experience available within that unit and would 
correspond to the ward sister’s instruction in an English 
hospital. 

Much of the teaching given to us would in England pass 
unrecorded; for example, our orientation to the units, and 
classes devoted to procedures. This lack of recording in 
England of all instruction given adds to the difficulties of 
getting registered in the U.S.A. (Of course there are many 
more clerical assistants than one would have in England 
to help with this kind of work.) In this 12-week course I 
was credited with 77 hours of formal instruction and 39 hours 
of informal instruction. The more I see of this great country 
(great in size in this instance) the more I realize that one 
should not generalize. For example, the different approaches 
by instructors to students varied from the instructor or 
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head nurse whose approach was always—‘‘ Would you like 
to do " or “Why not do '" (sometimes to the 
extent that you were left wondering what was desired), to 
the one who was quite definite and left us in no doubt as 
to which spot a certain bowl should stand on, and who 
finished up her orientation by looking us over and saying 
“ No jewellery, no coloured nail varnish and no gum chewing 
until 5 p.m.” 

_I was interested in the students’ reactions: they adapted 
easily, it seemed, to both extremes and they would evaluate 
the good and, to them, bad points of all these people; they 
behaved as they were expected to behave, professionally to 
some senior colleagues and almost familiarly to others. 


Obstetrics Curriculum 


The curriculum covered maternity nursing in its widest 
sense. We were given outlines, bibliographies, problems 
to solve, examinations, tests, projects to carry out, references 
to evaluate, diets to plan. We participated in patient-care 
conferences. We attended preparation for labour classes 
and classes for mothers in other subjects connected with 
maternity and child care. We worked in the outpatient 
department, labour and delivery floor, rooming-in floor, 
central nursery and post-partum care floors. Each month 
we were given an evaluation of our progresses and we were 
allowed to comment upon these. Such progress reports 
are graded as also are tests and examinations and all projects; 
one is graded upon everything one does and so we worked 
hard—-from interest, yes, but also we had a motive, for grades 
are of great importance. We were students, in that all 
our work was planned to meet the requirements of the 
curriculum, but as one assistant head nurse put it, “ Sure 
you are students and we can plan our work without you, 
but you are mighty useful to us when you are here.” 

On the whole we worked straight shifts (8 a.m.- 4 p.m.), 
Sometimes it was split shifts and we would work till 7 p.m. 
Some weeks it was evenings and some weeks nights. We 
did not know our days off until Thursday of the preceding 
week and on occasion our time off was changed at short 
notice though usually after consultation with the student. 

Meal times are not included in the work week, neither 
is time for studying, projects etc. If never before I now 
realize the value to the student of living-in to avoid outside 
distraction to study. The hospital’s students spent most 
of their off-duty in study; they went out on their half 
day or day off and maybe one evening a week. Sometimes 
a lecture occurred on their day off and they attended. 


Promotion on Merit 


I think I have remarked before upon the ‘going to 
school’ of Americans. It goes on for years and years either 
full-time or more often part-time. The universities offer 
courses in all imaginable subjects and young people begin 
in high school to work week-ends and holidays to save money 
for further education and this is true at all economic levels. 
Another interesting factor is promotion and salary rises on 
merit. 

I can only speak of nursing. Student nurses are 
promoted into a senior year only if their grades are satis- 
factory; the future nurse is graded on her examinations, on 
her reports and on her practical work. In fact everything 
seems to count. Reports are written on staff nurses and on 
head nurses and salaries are increased solely upon merit. 
The same applies to supervisors whose salaries increase only 
upon recommendation by the head of the department. 
This attitude of never expecting anything except as the 
result of direct work and endeavour is fostered from the 
earliest days of a child’s life. The same pattern of examina- 
tions, grades and promotions begins in the schools and follows 
through to the universities. Projects and assignments are 
expected from the nursery school student and from the 
university undergraduate. It is easy to realize the average 
American’s dislike and suspicion of anything that savours 
of State or Federal aid and control and so if they accept a 
health service it will need to be one which they can individually 
control or reject. 
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Rehabilitation of the Disabled ‘White Collar’ Worker 


‘white collar’ worker, opened by the Rt. Hon. the 

Lord Mayor of London in the ancient Skinners’ Hall 
in the City of London on July 13, was attended by industrial 
and commercial employers, doctors, industrial nurses and 
others interested in the question of rehabilitation. It was 
one of a series of one-day conferences arranged by the 
British Council for Rehabilitation as a means of bringing 
together the many interests in this vital social problem. 

The Hon. Richard Wood, M.P., was chairman in the 
morning. Dr. Oswald Savage, O.B.E., M.R.C.P., hon. 
secretary, Empire Rheumatism Council, took as his subject 
Rheumatic Conditions, and stressed that lack of knowledge 
of the cause of these crippling diseases was a main obstacle 
to their prevention. But a change was taking place and the 
stimulus given by the discoveries of recent drugs was leading 
to more hopeful results. There should be more diagnostic 
centres in the National Health Service. The problem was 
a serious national one affecting two million sufferers and 
costing the country over £10 million annually. 

Dr. R. D. Lawrence, M.D., F.R.C.P., physician, King’s 
College Hospital, spoke on Diabetics, and estimated that there 
were 200,000 under treatment in the country. The education 
and employment of these patients was not easy and the more 
sympathetic understanding of parents and employers would 
help in their rehabilitation. Dr. Lawrence spoke of the need 
for more imagination in works canteens so that the diabetic 
could choose a dish suitable for his needs. He also looked 
forward to the day when the ‘disastrous diets now being 
served in some convalescent homes would give way to more 
enlightened dietary arrangements. 


\ CONFERENCE on the rehabilitation of the disabled 


The Heart Patient 


Dr. William Evans, D.Sc., M.D., B.S., F.R.C.P., con- 
sultant physician, London Hospital, said the heart patient 
was happiest when at work in the office. Yet he was often 
denied promotion and life insurance and superannuation 
schemes did not look upon him with any favour. A heavy 
responsibility rested on the doctor and in industry the greatest 
care should be taken to ensure that proper facilities were 
available to test the patient’s actual heart condition and the 
work of which he was capable. Dr. Evans spoke with great 
conviction of the sad plight of children with heart disease. 
He said every hospital should be a school, every nurse a 
teacher and every ward a classroom. Dr. Evans quoted 
from a report of a working party set up by the British Council 
for Rehabilitation of which he was chairman. The recom- 
mendations of this Committee were: 

(i) that the medical officer of health to borough or 
county should be required to list the names of those school- 
children in whom heart disease has been diagnosed or suspected 
by school medical officers; 

(ii) that arrangements be made for such children to be 
investigated by a cardiologist named by the British Cardiac 
Society ; 

(ii that the services of an almoner be provided for 
cardiac departments where such work was undertaken; 

(iv) that alternative superannuation schemes be inaugur- 
ated for patients with heart disease engaged in occupations 
where in the meantime they were debarred from such 
benefits on account of their ailment. 

The afternoon session was under the chairmanship of 
the Rt. Hon. Lord Sempill, A.F.C., who introduced Dr. F. 
Avery Jones, M.D., F.R.C.P., physician, Central Middlesex 
Hospital. His subject was Dyspepsia. He urged that 
industry should assist man “‘ to throw off this modern habit 
of worrying ’’ which brought about serious errors in living. 
To the higher executives, never free from a sense of rush and 
Strain, he would say ‘‘Give yourselves sabbatical leave of 
two months now and again so that you are able to get away 
and look at yourselves ’’, a process of great therapeutic value 


to themselves and those responsible to them. Rest room 
accommodation for office workers left much to be desired—— 
a rest after meals could help digestion. Restaurants were 
often lacking in imagination as no light meal appeared on the 
menu as an alternative to the heavier dishes. In his opinion, 
heavy smoking was contributory to dyspepsia. In 1920 
the peptic ulcer was common among young women but this 
condition had practically died out. 


Employment of Over-Sixties 


Dr. C. O. S. Blyth Brooke, M.B., D.P.H., medical 
officer of health, Borough of Finsbury, spoke on The Employ- 
ment of the Older Worker. He believed that growing old 
was an attitude of mind and alternative occupation after 
retirement could do much to remove the sense of enforced 
idleness which could often produce tragic results. The 
mortality of men over 60 was far higher than among women 
who always had their domestic work to keep them occupied 
and happy. The voluntary experiment in Finsbury where 
60 elderly men and women were engaged in valuable work 
for industrial firms had shown how much could be done to 
look after the interests of those who found it necessary to 
retire but could still do useful and productive work. 

The subject of Nervous Disorders was dealt with by 
Dr. W. Lindesay Neustatter, M.D., B.Sc.(Psy.), M.R.C.P., 
physician in psychological medicine, Royal Northern Hospital. 
He attributed to overcrowding and impossible modern 
housing condition’ many of the neurotic symptoms which 
were observed in modern life today. Temperaments that 
could not work happily side by side in the office often produced 
anxiety states which in turn were followed by depression, 
sleeplessness and a loss of concentration. Anxious people 
were most prone to fatigue. 

In summing up, the chairman said that the primary 
object of the British Council for Rehabilitation was to strive 
for the co-ordination of rehabilitation services. He warmly 
thanked the Skinners’ Company for loaning their historic 
Hall so that the problems of the large population of white 
collar workers working in the vast commercial offices housed 
in the City could be studied together by the experts and by 
those who were concerned with the day-to-day problems of 


their employment. 
I.H.C., S.R.N., S.C.M., H.V.Cert. 


A CAPSULE OF (DUTCH) COURAGE 


HE daily press has recently given publicity to the drug 

methyl-pentynol and the demand for it in chemists’ 
shops is increasing. Nurses may therefore wish to be informed 
as to its nature and use. Methyl-pentynol is an alcohol. 
Like alcohol, paraldehyde or chloral it depresses the higher 
centres of the brain when administered in small doses. This 
has the effect of damping down anxiety and inhibitions. The 
drug has therefore found a legitimate use in the sedation 
of patients before dental treatment and as a mild sedative 
at night. 

If taken irresponsibly by members of the public there 
is the danger of it enhancing the effect of alcohol taken as 
a beverage. It may also, like alcohol impair the reaction 
times and judgement of people driving vehicles. Administra- 
tion of the drug as routine to quieten fretful children is a 
reprehensible procedure and should be deprecated by all 
who have responsibility for infant welfare. 

At the present time methyl-pentynol is not a scheduled 
poison and may legally be obtained without a prescription. 
However, in view of the publicity given to the more unsavoury 
aspects of its use it is to be hoped that the medical, nursing 
and pharmaceutical professions will discourage its use except 
under medical supervision. 

H.S.G., Pharmacist. 
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Some Implications of the Third Congress of the International Association of Gerontology 


Old People as Patients and Persons 


by PHYLLIS M. SCOTT, M.A., Diploma in Social Studies, S.R.N., $.C.M., H.V.Cert., 
Tutor in Social Science, University College of the South West. 


WO things emerged very. clearly from the Inter- 
national Gerontological Congress held in London a 
few weeks ago. The first was the energy with which 
the problems of ageing are being tackled and the 
wide field over which research is being undertaken and 
experiments tried out. This was only the third international 
congress and already the need for extensive research and 
for close collaboration between the physical, medical and 
social sciences was fully recognized. Sections dealing with 
viology and pathology, with geriatric medicine and psychiatry, 
with social and psychological problems of ageing and with 
research were all given a home under the same roof. Members 
could gather useful information on different aspects of old 
age and its difficulties merely by moving from one room to 
another. It occurred to me that in this field a holistic 
and sociological approach had been developed further than 
in almost any other field within the sphere of public health. 
The second thing that was obvious was the thoroughly 
international flavour of the congress. Thirty-six countries 
were represented, the largest contingents, of course, coming 
from Europe and America where the number of older people 
in the population is rising most rapidly., It was interesting 
to see how the deVices used by different countries to solve 
the problems of their elderly citizens were studied and 
contrasted, and how much members obviously appreciated 
an opportunity for comparing notes. 
The first day of the congress set the stage for a series 
of meetings noteworthy not only for their intrinsic interest 
but perhaps even more for the perspectives they opened up. 


Need for Flexibility 


The Minister of Health, for instance, stressed the 
importance of flexibility in all our schemes for older people. 
Dr. Sheldon, in his presidential address, pointed out the 
growing discrepancy between physiological and statutory 
old age, restating in more academic language the familiar 
truth that a man is as old as he feels. Later papers drew 
out the economic and administrative implications of this 
and emphasized the need for less rigid pension schemes and 
more progressive employment policies. 

The close connection between the physical and mental 
health of older people was referred to constantly. It was 
interesting to note that the primary conditions of mental 
health were generally accepted as being social rather than 
physical or economic in nature. They appear to be related 
to congenial human relationships on the one hand, and a 
sense of participating usefully in the life of the community 
on the other. Geriatric treatment which fails to orientate 
itself towards the patient as a person reduces its own 
efficiency, as more than one speaker pointed out. 

Miss Margery Fry, offering herself as a ‘ gerontological 
specimen ’ of over 80, gave us many vivid glimpses of what 
it feels like to be old; Dr. Ginzberg of New York filled out 
the picture by indicating some of the reasons why old people 
are so inclined to be‘ difficult ’. 

We sometimes forget the importance of our self-portraits 
in determining our behaviour. Just as there can be a 
discrepancy between our biological and chronological ages, 
so there can be a discrepancy between the way in which we 
see ourselves and the way other people see us. Miss Fry 
brought out clearly the necessity, when dealing with elderly 
people, of remembering that old age is seldom to be found 
in their self-portraits however obvious it may be in their 
appearance and, therefore, in ouy ideas of them. As she put 
it, “‘old people do not feel that old age belongs to them.”’ 
This is because they live far more intimately in their 


personalities than in their bodies. This is one of the com- 
pensations of old age, but also one of its handicaps. It isa 
handicap because sometimes the body cannot keep up with 
the personality and may break down if too great demands 
are made upon it. 

One of the waysin which we can help old people, therefore, 
is by interpreting them to themselves; helping them to 
adjust their ideas of themselves and their capacities to the 
realities of their situation. We can do much to assist them 
to’: meet coming changes by helping them to anticipate 
them and so to modify their self-portraits more easily and 
appropriately when the time comes. 

In trying to help old people in this way we will only be 
successful if we have a real respect for them. Old people 
hate being pushed around and ‘ being done good to’. They 
also resent very. much being treated as if they were children 
who must do as they are told and to whom nothing need be 
explained. To quote Miss Fry again, in dealing with old 
people it is important ‘ to respect their personalities while 
dealing with their infirmities.’”’” It is bad enough for old 
people to have to put up with being old, with being frail, 
with being dependent, without their having to put up with 
being made to do things without explanation and in ways 
which offend their sense of privacy, or modesty or good 
manners. 

Dr. Ginzberg dealt in his paper with psychotic rather 
than physically-ill patients. Much that he had to say 
chimed in so well with what Miss Fry had already said 
about the normal difficulties of age, however, that it was 
clearly of general significance. For instance, he showed 
that much of the so-called ‘ anti-social’ behaviour of difficult 
mental patients was not really anti-social at all. In his 
opinion many of the moods of anger and irritability which 
overcome old peopie are due to a feeling of frustration at 
their own incapacity and dependence and not to anything 
in their outer environment. In other words, though difficult 
behaviour expresses itself towards outside people and things 
this is only because feelings have to be vented on something. 

This is a point with important implications for nursing 
and welfare work. It means that we must be more prepared 
than perhaps we sometimes are to consider the outbursts of 
difficult patients or the unsociability of timid ones as related 
to their own inner difficulties with themselves and try to 
understand these. As Dr. Ginzberg pointed out, to do this 
Saves time in the long run. Though it is time-consuming to 
stop and try to discover what has been the real cause of the 
difficult mood, it is even more time-consuming to deal with 
the manifestations and repercussions of a prolonged tantrum 
or a refusal to participate in the routine of the ward or to 
co-operate in treatment. 


The Right Approach 


To get the co-operation of elderly patients and minimize 
their sense of frustration and uselessness one must take them 
seriously and attend to them with acceptance and courtesy. 
Indifference upsets them. So does false sentimentality. 
Impersonal treatment as well as harsh treatment can produce 
a state of fear or anxiety in them amounting to panic. It 
makes them feel, not only unwanted, but powerless to make 
any real contact with those upon whom they must depend 
for their care and comfort. It is not uncommon for mild 
cases of mental impairment to degenerate into- psychoses 
as a result of the sense of futility and panic induced by 
indifference, regimentation or the use of force in handling 
‘ childish ’ or ‘ difficult ’ old people. 

These are points of great significance for nurses. They 
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imply that by patient efforts to understand ‘from the 
inside ’, as it were, the difficulties of old people, they may 
be able to reduce considerably the numbers who have to be 
transferred from geriatric units to mental hospitals. They 
are also significant because they demonstrate the part inter- 
personal relations play in therapy. By good handling of the 
social needs of patients the length of time taken to get 

itive results can be shortened and the degree of success 
obtained through treatment can be increased. 

The amount of encouragement and reassurance needed 
by an elderly patient in order to gain his full co-operation 
in treatment varies widely. This emerged directly or by 
implication from a number of papers. Miss Hamrin, a 
trained nurse, gave an account of the training given to the 
matrons of old people’s homes in Sweden. It was felt that 
the care of the aged required special knowledge over and 
above that provided in hospital training. The problem of 
motivation—the will to live, to work, to get well enough to 
be independent—is so important in the handling of elderly 
people that it needs to be carefully studied by all who have 
to do with their welfare. Inadequate incentive to get well 
often underlies non-co-operation in treatment and slowness 


of recovery. 


Geriatric Nursing Problems 


Where a patient has a well-loved family and a happy 
nome to which to return there are many motives at work 
to counteract the boredom of long-stay treatment, the 
ardours of physiotherapy and the rigours of dieting. The 
case is very different for the lonely old person who may have 
no home or family to return to. Here it is only by trying 
to find ways and means of making his efforts worth-while 
that full co-operation of the old person in his own rehabilita- 
tion can be assured and the time of recovery speeded up. 
The social implications of illness are so important in geriatric 
nursing that they clearly need to be given serious attention. 
They also emphasize the need for systematic teamwork, 
not only teamwork between doctor, nurse and hospital 
almoner, but teamwork between the hospital and the health 
visitors, general practitioners and the welfare workers who 
look after old people in their own homes. Only conscious 
teamwork of this sort can minimize the effect of gaps in the 
social services and ensure success and continuity in care 
and after care. 

Dr. Tschabitscher of Vienna, in a paper written in 
collaboration with Dr. Hoff, made a contribution of particular 
Significance for those responsible for moving old people 
from one place to another. He pointed out that physical 
and emotional shocks can be sufficient to precipitate psychotic 
and confusional states. Mrs. Hill, of Hill Homes Limited, 
had already indicated the liability of elderly people to 
‘transference shock’. Tschabitscher and Hoff’s paper linked 
this to the possibility of other kinds of shock by stressing 
the relation between upheavals generally and the acceleration 
of mental degeneration in old people. The death of a husband 
or wife is a grave emotional shock for an elderly person; 
changes of residence involve major readjustments which 
old people find difficult; hospitalization constitutes a grave 
crisis and an operation a considerable hazard. 

Old people need to be prepared for these changes and 
wherever possible should be allowed to adjust to them 
gradually. An acute infection may demand immediate 
operation, but at least the patient can have this need 
explained to him in a reassuring way. It also helps if the 
hospital can be interpreted to him in such a way as to prepare 
him, in some measure, for the strange circumstances in 
To whisk an old person 
into hospital without this chance of reorientating himself in 
advance is to put an unnecessary strain upon him. 

When the situation does not demand urgent action old 
people should never be hurried. In particular, shocks should 

spaced. An old person recovering from the loss of a l.fe 
partner should not be hurried out of his familiar home if it 
can be avoided. If he must be moved, let it be to some other 
part of the familiar neighbourhood or to the home of a son 
or daughter with whom he has often stayed. 

Mrs. Good of Toronto, in a talk about old people’s 
homes in Canada, mentioned an interesting type of settlement 


from this point of view. Here there were bungalows for 
married couples grouped in avenues round a central home. 
The central home contained residential quarters for single 
people and rooms for communal use. When a tenant of 
one of the bungalows lost a husband or wife the remaining 
partner could, if he or she wished, move into the central 
home either temporarily or permanently. In this way 
transference shock was avoided because, though widowed, 
the old person remained among friends and in familiar 
surroundings. 

One could continue indefinitely discussing points arising 
out of the papers read at this most interesting congress. 
Fortunately the proceedings are to be published in full 
so that they can be purchased and studied at leisure. Some 
of the papers were highly technical, but many are full of 
information which can be readily absorbed by those whose 
interest in old people is practical rather than theoretica!. 

In conclusion I would like to pass on one last point 
which may interest student nurses who are fond of old 
people and are thinking of taking up geriatric nursing. 
Miss Fry, an elderly person herself, and a social anthropo- 
logist who has made a study of the subject, pointed out the 
special sympathy which exists between the old and the 
young. Anthropologists, in their jargon, talk about an 
alternate-generation principle. Those who have grand- 
parents of whom they are fond have a much simpler word 
for it. The important thing is that quite young nurses can 
often help old people better than middle-aged ones are able 
todo. It is not necessary for young nurses to feel they must 
wait till they are older before they can successfully take up 
geriatric nursing. Their very youth is an asset. Later on, 
familiarity with old people will enable them to retain their 


influence over them because experience will have made — 


them wise in the ways of the old and skilful in making things 
easier for them. 


An After-care Service in Belfast 


NIQUE in the British Isles is the hospitals after care 

service run by a voluntary committee in Belfast. 

Aiming to help patients leaving hospital to get the 
best out of the medical treatment ordered, those working in 
this service believe that hospital care is wasted if there is no 
after care to help patients resume work as soon as possible. 

The committee provides the necessities recommended by 
the hospital medical and surgical staffs after the patients’ 
home circumstances have been investigated; it ensures that 
patients attend outpatient departments when told to do so; 
it keeps in touch with discharged patients during con- 
valescence, and helps to deal with any home difficulties, so 
contributing to the patients’ ease of mind and consequent 
recovery. If desired the committee reports to the medical 
staff on the patients’ home circumstances and histories and 
it co-operates with other organizations working on after care. 

The full-time staff consists of one certificated almoner, 
Miss E. Hughes, A.M.I.A., an organizing secretary, an 
assistant secretary and a shorthand typist. Their salaries and 
administrative costs are paid by the Belfast Borough Health 
Committee. 

Miss Hughes’ work involves follow-up visits to the 
patients in their homes at the request of the hospital almoners. 
She then recommends whether help should be given to 
provide for special diets, bedding or a convalescent holiday, 
etc. She can sanction this after care herself but the com- 
mittee decides the period for which it is to be given. Interim 
medical reports on the patients are given by the hospital 
almoner (who also visits the patients) or by the general 
practitioner, to prevent abuse of the service. Diabetic and 
geriatric cases as well as chronic sick patients discharged from 
hospital all benefit from this service, and last year the almoner 
assisted by members of the office staff paid 1,907 visits. 

The committee raises all money for the gifts which are 
made in kind and not in cash, and collects and distributes 
clothes to needy patients. Although the Health Services Act 
incorporated the provision of after care, it was found in 
Belfast that it was more economical to allow the after care 
committee to continue working in conjunction with the other 
health services. 
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AT THE ROBERT JONES 
AND AGNES HUNT 
ORTHOPAEDIC HOSPITAL 


S long ago as June 6, 1938, Dame Agnes Hunt laid the foundation 
stone of a nurses’ home at the Robert Jones and Agnes Hunt 
Orthopaedic Hospital at Park Hall, Oswestry. Little more than a 
year elapsed between the stone-laying ceremony and the outbreak 

of World War II. Building operations were, as a result, held up and it was 

not until after the close of hostilities that the work could be fully resumed. 

Now, after many delays, the home has been completed and on July 28 it was 

formally opened by Mr. E. H. Braden who for 15 years was chairman of the 


The four murals com- 
missioned by theMan- 
agement Committee 
ave a feature of the 
pleasant dining-room. 


Hospital’s Buildings Committee. Major Keith Needham, chairman of the 
Hospital Management Committee, presided. 

The home contains just over 200 rooms, including 173 bedrooms. The 
nursing staff numbers 200 and the nurses on night duty are accommodated 
in a separate block to ensure quietness during the day. Following Dame 
Agnes Hunt’s oft-expressed wish before her death in 1948, no efforts have 
been spared to make the home one of the best and most up-to-date in the 
country. The well-being and comfort of the nursing staff were always dear 
to Dame Agnes and her policy has been continued. 

Although the hospital is little more than a mile from the thriving market 
town of Oswestry, it is set amid beautiful rural surroundings. This has 
enabled the architect, Mr. F. S. Saxon of Chester, to plan the home so that 
full benefit may be obtained from the extensive views of the countryside 
as well as of the nearer well-trimmed lawns, flower borders and gardens. 

The home has a number of wings built around a central courtyard laid 
out with seats, plants and a large goldfish pond. On three sides are the 
nurses’ bedrooms occupying two floors and on the ground floor of the third 
side is a commodious dining-hall with French windows opening on to the 
courtyard. In the latter creepers have been trained which provide a pleasing 
contrast to the grey stone, and seats are dotted about. 

The dining-hall is one of the features of this well-equipped and lovely 
home. On its walls is a remarkable series of four murals representing ‘ The 
Dance of Life’. They are the work of Mildred E. Eldridge, examples of 
whose work are to be seen in several municipal art collections including those 
of Birmingham and Bradford. Miss Eldridge also advised on the colour 
schemes in the home. 

Sitting-rooms are provided for each group of nurses—sisters, staff nurses 
and student nurses. The sisters’ lounge has a rust carpet with pale apricot 
settees and rust and apricot curtains. Rust and beige tones are used in the 
staff nurses’ room and in the large sitting-room allocated to the student 
nurses the carpet is a soft pinky beige with curtains in pink and brown. 
Coral-coloured settees and cream leather pouffes are restful and pleasing. 

All the sitting-rooms are equipped with wireless and TV and there is 
a special TV theatre with crimson leather armchairs. There is also a large 
and cosily-furnished guest room in which the nurses can entertain their 
relations and friends. At the end of every corridor is a writing-room in which 
the desks have red leather tops to match the chairs. The basement of this 
part of the building has been equipped as a table-tennis room. 

Some of the 173 bedrooms have French windows opening on to the 
balconies overlooking the courtyard, others open on to balconies from which 
lovely vistas are obtained. All the balconies are designed to be suntraps. 

Each nurse’s bedroom is furnished with a divan bed with a drawer 
below, a built-in wardrobe, and a basin with hot and cold water. The bed- 
spreads and curtains are of bright striped materials and the dressing-tables 
and tallboys are of polished oak. 

The senior members of the nursing staff each have a two-roomed flat 
of sitting-room and bedroom overlooking the courtyard garden, and these, 
too, are designed to ensure comfort and cosy surroundings. Another feature 
of the home is the spacious modern kitchens. There are also kitchenettes in 
various parts of the home, and ironing rooms are provided. 

This orthopaedic hospital was founded at Baschurch, near Shrewsbury, 
by Dame Agnes Hunt in 1900. In 1921 it was transferred to Park Hall, 
Oswestry. In those early pioneering days the nursing staffs were accommo- 
dated in hutted buildings, now they have one of the most up-to-date homes 
in the country. With the matron, Miss E. Bell, and the art adviser, Miss 
Eldridge, and the secretary of the hospital, Mr. J. C. Menzies, the nurses 
have had a share in designing the colour schemes in the home and the result 
is a tribute to the taste of all concerned. 


Each group of nurses has a private sitting-room, 
schemes. 


The bedrooms have every modern comfort, i 
a totlet cupboard above. 
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There ave delightful views from 


all the sitting- 


rooms and bedrooms 


the new nurses’ home, which 
is built in wings around gardens 
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Miss Nightingale’s breakdown in health in the years after 
her return from the Crimea caused her to live, in a sense, the life 
of a secluded invalid. But from her bed or sofa she worked laboriously 
at her writing and interviewed, almost daily, Ministers and men of 
affairs, ruthlessly excluding many of her nearest relations and 
friends in order to save her strength for the great work on which 
she was engaged. Her headquarters until 1861—a suite of rooms 
at the Burlington Hotel, in Old Burlington Street—were always 
full of flowers sent by grateful people, but official papers and piles 
of Blue-books took the place of the usual impedimenta of the Victorian 
drawing-room, for which Miss Nightingale had the greatest scorn. 
It was here that she wrote her ‘ Notes on Hospitals’ and her ‘ Notes 
on Nursing ’—and here that she and Sidney Herbert had worked 
together on the preparations for the Royal Commission. It became 
known as ‘ The Little War Office’. 


FTER finishing her Paper upon Sidney Herbert, 

Miss Nightingale left the Burlington Hotel, never to 

return, and took lodgings in Hampstead. Her mood 

was of deep despondency. It was a case not only, 

perhaps not chiefly, of personal loss, but also of public 

vexation; it was not only that the Minister had died, it was 

that his work seemed like to die also. The point of view 
appears in her letters to Dr. Farr: 

Sept. 10. We are grateful to you for the memorial of my 
dear Master which you have raised to him in the hearts of the 
nation {an address delivered to the British Association at 
Manchester}. Indeed it is in the hearts of the nation that he 
will live—not in the hearts of Ministers. There he is dead 
already, if indeed they have any. And before he was cold in 
his grave, Gladstone attends his funeral and then writes to me 
that he cannot pledge himself to give any assistance in carrying 
out his friend’s reforms. The reign of intelligence at the War 
Office is over. The reign of muffs has begun. The only rule 
of conduct in the bureaucracy there and in the Horse Guards 
is to reverse Ais decision, his judgement, and (if they can do 
nothing more) Ais words. 

Oct. 2. .. . My poor Master has been dead two months 
to-day, too long a time for him not to be forgotten. . . . The 
dogs have trampled on his dead body. Alas! seven years this 
month I have fought the good fight with the War Office and 
lost it! 

But there was one hopeful factor in the case. Now 
that the Secretary for War was in the Commons, Lord de 
Grey was reappointed Under-Secretary. He was a genuine 
reformer. He knew the mind of his former Chief, and he 
was acquainted with Miss Nightingale. The power of an 
Under-Secretary is very small, but what he could do, he 
would. So, then, there were some things perhaps which might 
yet, as she put it, be “‘ saved from the wreck’’. Lord de 
Grey had already given earnest both of his good will and of 
his courage. He had seen Lady Herbert and asked about 
her husband’s intentions. She knew them generally, but 
referred for details to Miss Nightingale, who was thus able 
to be of some use in carrying through Lord Herbert’s scheme 
for a Soldiers’ Home at Aldershot. Then there was the 
question of the General Hospital to be built at Woolwich. 
The Commander-in-Chief was opposed to the scheme, and 
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To mark the centenary year of Miss Nightingales 
Crimean mission, we serialize Sir Edward Cook's 
‘Life of Florence Nightingale ’; the 34th instalment 


Among the treasures of asked Sir George Lewis to cancel it. But Lord de 
the Nightingale School, Grey, who was present at the interview, stood firm, 
St. Thomas Hospital, is « Sir” he said, “ it is impossible. Lord Herbert 


this dispatch case used . a 
by Florence Nightingale decided it, and the House of Commons voted it.” In 


in the Crimea, 


the end, the Horse Guards and the War Office 
accepted the inevitable; the order was given for the 
building to proceed and Miss Nightingale’s suggestion 
was adopted that ity should be christened ‘‘The Herbert 
Hospital ”’. | 

Presently some old work in a new form came in Miss 
Nightingale’s way. She had returned to London, chiefly 
in order to be on the spot for consultation in connection with 
the Memorial to Sidney Herbert. It was her suggestion, for 
one thing, that this should include a Prize Medal at the 
Army Medical School. For this sojourn in -London, Sir 
Harry Verney lent his house in South Street. 

The American Civil War now kept her busy. When it 
broke out, her example in the Crimea had produced an 
immediate effect. A ‘‘ Women’s Central Association of 
Relief ’’ was formed in New York. In co-operation with 
other bodies they petitioned the Secretary of War to appoint 
a Sanitary Commission, and after some delay this was done. 
Camps were inspected; female nurses were sent to the 
hospitals; contrivances for improved cooking were supplied, 
and in short, much of Miss Nightingale’s Crimean work was 
reproduced. 

At the end of the year [1861) England was on the verge 
of being embroiled in the conflict, and the British Govern- 
ment decided to send reinforcements to Canada. Lord de 
Grey was charged with many of the preparations. He 
asked Miss Nightingale if he might consult her. He wished 
to profit by her experience and judgement in relation to 
transports, hospitals, clothing of the troops, supplies, 
comforts for the sick, and generally upon “‘ the defects and 
dangers to be feared ’’, and how to prevent them. He also 
asked for the names of suitable men for the position of 
Principal Medical Officer, and he consulted her again before 
making the appointment. At once she set to work, in 
conjunction with Dr. Sutherland, and sent in her suggestions. 
The draft instructions to the officers in charge of the expedi- 
tion were sent to her on December 8. On December 10 
Lord de Grey wrote: “ I have got all your suggestions inserted 
in the Instructions, and am greatly obliged to you for them.” 
She wrote to Madame Mohl (Dec. 13): “‘ I have been working 
just as I did in the time of Sidney Herbert. Alas! he left 
no organization, my dear master! But the Horse Guards 
were so terrified at the idea of the national indignation if 
they lost another army, that they have consented to 


everything.” 
A few days later another draft of instructions was 
sent to her through Captain Galton. ‘“‘ We have gone over 


your draft very carefully,’’ she wrote (Dec. 18), ‘ and find 
that although it includes almost everything necessary, it 
does not define with sufficient precision the manner in which 
the meat is to get from the Commissariat into the soldier's 
kettle, or the clothing from the Army Medical General 
store on to the soldier’s back. You must define all this. 
Otherwise you will have men, as you had in the Crimea, 
shirking the responsibility.”’ 

Miss Nightingale’s mind envisaged the scene of opera- 
tions. She calculated the distances which might have to be 
covered by sledges; she counted the relays and depots; she 
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compared the relative weights and warming capacities of 


= blankets and buffalo robes. A great Commander was lost 


to her country when Florence Nightingale was born a 
Her suggestions in the case of the Canadian 
reinforcements were happily not put to the test of war. 
The affair was smoothed over, largely, as is now well known, 
owing to the moderating counsels of the Prince Consort. 
It was his last service to his adopted country. Miss Nightin- 
e felt his death to be a national loss. ‘‘ He neither liked,’’ 
she said of him, ‘‘ nor was liked. But what he has done for 
our country no one knows.” 

Miss Nightingale’s work in connection with the Canadian 
expedition was done in the midst of a personal sorrow of her 
own, second only in poignancy to that caused by the death 
of Sidney Herbert. This was the death of Arthur Hugh 
Clough. He had broken down in health in April 1861, and 
had been ordered abroad. He died, however, at Florence 
in November. They had been close friends since her return 
from the Crimea. He fetched and carried for her. He made 
arrangements for her journeys, and escorted her. He saw 
her printers, he corrected her proofs. He became, at a 
modest salary, secretary to the Nightingale Fund. It was 
poor work to set a poet to, but he did it with cheerful 
modesty. In 1860 his health began to fail. Miss Nightingale 
was sometimes a little impatient. His loyalty and zeal she 
could never have doubted; but she was inclined to think 
him lacking in initiative and energy. She was always inclined 
to drive willing horses a little hardly. In the case of Clough, 
as in that of Sidney Herbert, she sometimes attributed to 
infirmity of will what was in fact due to infirmity of body. And 
in each case her grief, when the end came, was not free, 
I think, from some element of self-reproach. 

At the turn of the year 1861-62, Miss Nightingale was 
very ill; and two physicians, Dr. Williams and Dr. Suther- 
land, were in daily attendance. Happily, however, the case 
was by no means so serious as she herself had reported to 
her friends, and in 1862 she was able to devote unremitting 
labour to one of the heaviest, and most useful, pieces of 
work which she ever did. 

FOR THE ARMY IN INDIA 

The greater part of the British lives that were shed in 
India were lost, not in battle, but by disease. 

In 1859 it was found that the average annual death-rate 
among the British soldiers in India since the year 1817 
had been 69 per 1,000. To-day it is little over 5 per 1,000. 
The changes in military sanitation in India, which are 
primarily accountable for this great saving of life, are 
directly traceable to the recommendations of the Royal 
Commission appointed by Lord Stanley in 1859, which 

‘reported in 1863. But what is not generally stated is the 
fact that the appointment of this Royal Commission is 
directly traceable to Miss Nightingale; that by her the 
greater part of its Report was written, and that'the suggestions 
for reform founded upon it were also her work. At an 
International Congress held in London in 1860 a French 
delegate spoke of Florence Nightingale as “‘ the Providence 
of the English Army ’”’. She was no less the Providence of 
the Indian Army. To the British soldier in India, as at 
home, she was “‘a saviour’’. Her Indian work had begun 
a few years before the death of Sidney Herbert. Writing 
to Harriet Martineau (May 19, 1859) she had said: 

“. . . For eight long months I have been ‘ importunate- 
widowing’ my ‘unjust judge’, viz. Lord Stanley, to, give 
us a Royal Sanitary Commission to do exactly the same 
thing for the Armies in India which the last did for the Army 
at home. We have just won it. The Queen has signed the 
Warrant. So it is safe. Mr. Sidney Herbert is Chairman of 
course. Drs. Sutherland, Martin, Farr, and Alexander .. . 
and Sir R. Vivian and Sir P. Cautley, are on it.” : 

Miss Nightingale had made up her mind two years 
before to do this thing. The Indian Mutiny, which filled 
some minds only with thoughts of vengeance and repression 
against the native. soldiers, filled hers rather with thoughts 
of pity and reform on behalf of the British soldiers. She 
had gone into the figures of mortality in the Indian army 
at the time when she was analysing those of the army at 
home. There was ‘‘ murder’’ committed not only by the 
Sepoys, but of British soldiers doomed to death by neglect 
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of sanitary precautions. 

First came the movement for getting the appointment of 
a Royal Commission agreed to in principle, and Lord Stanley 
agreed at once to her suggestion of appointing a Commission. 
It was when the consideration of ‘ie Commission was reached 
that the delay began. Who should approach Lord Stanley 
on the details ? And how should it be done? Miss Night- 
ingale and her ‘ cabinet’ of reformers were equally inter- 
ested in the Sub-Commissions still sitting on Army Sanitation 
athome. Lord Stanley wanted Mr. Herbert to undertake the 
chairmanship of the India Commission. Should he do so, 
at risk of diverting some of his attention from these other 
reforms ? Miss Nightingale and her friends hit upon a plan, 
as she hoped, for killing two birds with one stone. It was 
intimated to Lord Stanley that Mr. Herbert would accept 
the chairmanship on condition that pending reforms at home 
were hastened. Eventually Mr. Herbert accepted the 
chairmanship, and then some months were spent in arranging 
the membership and terms of reference. There were to be 
three sanitary experts, a statistician, and two members of 
the India Council. Of the two latter, one (Sir R. Vivian) 
was a friend of Miss Nightingale’s uncle, Mr. Smith; and 
of Sir Proby Cautley she had heard good reports. The 
sanitarians—Drs. Sutherland, Martin, and Alexander—and 
Dr. Farr, the statistician, were all of her inner circle. 

On the overthrow of the Derby Government, Mr. Herbert 
went to the War Office, and he presently resigned the 
chairmanship. Lord Stanley succeeded him. The members 
of the Commisson on whom both Mr. Herbert and Lord 
Stanley most relied were Dr. Sutherland and Dr. Farr, and 
a third, who was not yet a member—Miss Nightingale. 
And among these three the lion’s share of the work was 
done by her. 


(to be continued) 


IN THE CARE OF THE L.C.C. 


E total number of children in care of the London 
County Council at the end of November 1953 was 8,719-— 

an increase of more than 3,000 over four years ago, and an 
increase of 700 during the year. About half the children who 
came into care during the year did so because of the infirmity 
of parents or guardians. Of the others, 316 were abandoned, 
52 were orphans, and 631 were committed by the courts 
under ‘fit persons’ orders. 1,307 of the children coming into 
care were under two years of age, and 130 were over 15 years. 
Of the children under care, 1,896 were boarded out, 


3,736 were maintained in L.C.C. or in other local authorities 


children’s homes; 1,287 were maintained in homes provided 
by voluntary organizations, 475 were in accommodation for 
handicapped children, and the remainder were in private 
nurseries, hostels, boarding schools or nursery schools. Only 
482 of the children in care were likely to return home within 
six months of their coming into care. There has been a 
notable reduction in the proportion of ‘ short-stay ’ children 
—five per cent. as compared with 20 per cent. two years 
ago. This is partly due to a reorganization in administration 
in the Children’s Department, making for a quicker return 
of the children tw cheir homes. There was an increase in 
the total number of children discharged from care during the 
year reviewed. 

It is interesting to note that, as the result of two sample 
surveys taken, parents of at least half of the younger children 
taken into care as deserted or abandoned are traced or 
reappear during the ensuing 12 months. 

The London County Council’s Children’s Committee 
was recently presented with a report which included an 
analysis of 12 reasons why the 8,719 children came into the 
Council’s care during the past year; in addition there were 
1,281 classified as ‘for other reasons’. Many cases in the 
latter category were those where the circumstances were on 
the fringes of some of the other categories mentioned, or 
fell into two or more of these categories. 

In addition to the 8,719 children already mentioned, the 
Children’s Committee are responsible for nearly 1,000 
children under approved school orders and for the supervision 
of many others, including 973 under child life protection 
requirements. 
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N considering the ward patient today, two recent 

documents are likely to prove helpful: the first, the 

Nuffield job analysis report, The Work of Nurses in 

Hospital Wards; the second, the Ministry of Health’s 
report, The Reception and Welfare of In-Patients in 
Hospitals. 

The job analysis shed much light on the work of the 
nurse in her ward, but, as the team pointed out, the analysis 
can also be used in another way—to follow a single patient 
through the 24 hours of his hospital day, which can be a 
very salutary exercise indeed; it shows that, with all our 
improvements—for which the patient is duly grateful—we 
still fail to meet his human needs as adequately as they 
would be met in his own home. First, his day is too long 
and begins too early. Second, the care we give the patient 
is too impersonal and fragmented; there is no one whom 
he can identify as ‘my nurse’. Third, our care is ill-timed 
and often inadequate—we start bed-making for the night 
in the early afternoon; facilities for hand-washing after 
the toilet round defeat us. 

In a word, hospitals do not cater for the patient’s basic 
physical needs at times when these needs should be catered 
for. They are subordinated to a complicated machine— 
the hospital—which clamours for more money (especially for 
construction), more staff and less control. We sympathize 
with the machine, but we owe it to the patient to see if 
we cannot dispense with some of the tradition, to see what 
a little more ‘ contriving’, self-scrutiny and co-operation 
can do. 

Let us be constructive and list some of the good and 
comparatively simple things being done up and down the 
country to high-light the personal care of the patient. Many 
are in the Ministry’s report just referred to; there is, for 
example, a particularly helpful appendix on information 
the patient would welcome both before and after entry to 
hospital: what he must bring with him, what must be taken 
away, facilities for visiting and telephone inquiries, the 
services at his disposal in the ward, the staff who will look 
after him, opportunities to make suggestions and comments, 
and so on. 

The report mentions the need for hospitals to give 
patients as much notice as possible—with its corollary, 
the need to keep waiting lists absolutely ‘live’ and up to 
date. The practicability of offering two alternatives is 
also mentioned—early admission at short notice if a bed 
suddenly becomes available, or longer notice and more 
delay. The question of receptionists is discussed; and here 
I would bring to notice one well-endowed London teaching 
hospital with such a wonderful (carpeted) admission hall, 
such receptionists, flowers, messenzers and signposts as to 
give the impression (to women at ai ~"ents) that they have 
booked in for a stylish hair-do. 


The Nurse—A Person 


Perhaps the most bewildering feature for the present) 
day patient (and it is even more distracting for the sister- 
is the kaleidoscopic changes of student nurses, all doing 
short tours of ‘experience’, interrupted by periods at 
lectures or off duty. This being so, and with no immediate 
change in prospect, I would quote a patient who once wrote 
to the Nursing Times on the subject, and let him plead 
for himself. He wrote: 

“There is one small last item about personal relations. 
Inevitably (and of course ideally) the patient's link with his 
nurses is clinched and grows steadily closer in the course of 
their care of him. It is an integral and important part of true 
nursing craft. But, that being so, it is surprising that it is 

* Abstract of a lecture given at a refresher course for ward sisters 

at the Royal College of Nursing Education Centre, Birmingham. 
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The Patient in the Ward Today 


by H. M. BLAIR-FISH, S.R.N. 


allowed to start entirely from scratch without assistance. The 
patient, when he arrives, is very much of a shy new boy at 
school. He is ill, lonely and apprehensive. Strange nurses 
take him firmly in charge—a bewildering medley of them, 
They do not formally introduce themselves—they are all alike 
just ‘ nurse,’ or no more than ‘ Nurse ?’ But they will 
not remain—it is of the essence of their function that they 
should not—mere anonymous automata or entities: each yij] 
become an intimate personality, otherwise the very name of 
nurse would bea misnomer. So I would like to see this recognized 
right from the start. I would like to see displayed in every 
ward and large enough for distant reading a self-explanatory 
hierarchical chart of ‘ staff looking after this ward,’ divided 
into day and night and going down from sisters via staff nurses 
to student nurses. And let them all have one side of their 
apron tops supported by a large-lettered disc which gives their 
rank and name. Each of them, when first encountering the 
patient, should introduce herself: ‘Good evening, Mr. ——. 


' I’m Nurse , one of the day (night) staff who’ll have the 
care of you. I hope I'll make you comfortable. Now will 
you please ...?° How that would ease the start! 


“Much of the foregoing may be more applicable perhaps 
to private than to public wards, where fellow patients quickly 
give ‘ the dope’; but even in the latter, newcomers may be all 
at sea at first and shy of fellow patients as much as of nurses.”’ 


Time, Money and Discipline 


Now let us consider adjustments which are not quite 
so easy to bring about, but which are worth carrying out 
in our efforts to bring sub-perfection nearer perfection— 
adjustments which are likely to involve more time or money 
(and here we look increasingly to our leagues of hospital 
friends), or perhaps just discipline. The additional privacy 
of bed curtains means much to patients (some of whom 
may needlessly restrict fluid intake for fear of requiring a 
bedpan); once the material is bought, the cost of supports 
need not be prohibitive. Again, my own training school 
favoured individual teapots in all wards over 30 years ago, 
It is a point mentioned in the Ministry’s report today, and 
one on which the middle classes in particular are very 
individualistic; they like some personal control over tea, 
hot water, sugar and milk. 

A hospital can be a noisy place; there is the clash of 
crockery in the ward kitchen, with talk and laughter rising 
above it, the crash of the older lift doors, the rattle and bump 
of trolley wheels, the ceaseless ringing of the telephone, 
the clash of lids on bins—all disturbances to the sleepless 
and sensitively ill. Some measures for the suppression of 
noise cost money—the installation of silent lift gates and 
sound-proof doors, of lights and buzzers instead of bells, 
and a better layout of utility services as a whole; but how much, 
asks our same Nursing Times’ contributor, depends on a 
different attitude of mind? ‘“ Hospital staffs are curiously 
insensitive to curable noise . . . there is no effort to keep 
the corridors of hospitals as hushed as libraries or the 
reaging rooms of clubs. I would have large notices, ‘ QUIET, 
PLEASE ’, displayed at repeated intervals in all corridors. 
. . « Nurses should be strictly trained to move and talk in 
corridors and duty rooms as softly as nuns.” 

Frequent visits are usually welcome, provided they are 
not over-long; and the nurse must develop a sixth sense to 
know when her patients are tiring. Many an intending 
visitor could profit from the following piece of advice given 
by Miss Nightingale in her Notes on Nursing: ‘‘Always sit 
within the patient’s view, so that when you speak to him 
he has not painfully to turn his head round in order to 
look at you.” 

Both the patient I have just quoted and the Ministry 
report are agreed on the importance of sister’s goodbye 
when the patient finally leaves the ward; for not only does 
this give him the opportunity to express his thanks, but it 
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enables sister or her deputy to make sure that he knows 
exactly what to do at home till his doctor takes over. 

The Nuffield job analysis team leave us in no doubt 
that in their opinion the trained nurse is forsaking her 
yocation for ‘administration’, and that in the hospitals 
they studied the real “ nurses * were student nurses. While 
questioning whether the trained staff nurse working as 
sister's deputy gets the personal satisfaction from her work 
that the private nurse gets from hers, I would not agree 
with the job analysis that the sister who dons her dark blue 
uniform and takes charge says goodbye to nursing as a 
career—and this is the view of the Royal College of Nursing. 


The ward sister’s job, says the College, can be nursing at. 


its very best, since the ward sister, by the careful deployment 
of her ward’s resources, not only ensures that her patients’ 
physical needs are met, but that their sense of confidence 
and security is built up as well. So, although the ward 
sister may spend little of her time actually standing by the 
bed, she can be the provider par excellence of bedside care. 

In the College’s view the analysis team underrate the 
importance of ward management /o the patient; but it must 
be ward management, and I propose to return to this point 
later. For the moment let us consider who, in the patient’s 
eyes, is ‘my nurse.’ The ward sister is something different; 
she is ‘my ward sister.” How can we give the patient the 
assurance that there is a nurse whom he can definitely 
identify as his ? 


The Nursing Unit 


The Nuffield report pleads for a restatement of the 
theory of nursing which will emphasize that the person to 
carry the main weight of bedside care in hospital, with 
incidental and supplementary help, is the State-registered 
nurse; that it is ‘her proper task’. To my mind, though 
we must do everything in our power to retain the services 
of trained nurses, and to conserve their skill so that it goes 
further than it does today, there still would not be enough 
trained nurses to go round; for we have to remember that 
the patient is in his bed for 24 hours of the day, and the 
nurse only on duty for eight; that provision must also be 
made for holidays, sickness and other inroads; and that a 
rough calculation shows that in hospitals for the chronic 
sick the number falling to each trained nurse would be in 
the neighbourhood of 105! The College maintains that the 
Nuffield team’s objective would be neither numerically 
possible nor economically justifiable. What is needed, it 
suggests, is not a limitless supply of State-registered nurses 
to do the work now being done by students in training, but 
a sufficiency of well-balanced nursing teams, each under 
the leadership of a trained nurse, and each with a trained nurse 
in charge, and known to be in charge, of her own group of 
patients. 

However, merely to assign a group of staff and a group 
of patients to a leader is not team nursing; the team must 
learn to accept the leader, and the leader to give leadership, 
to plan and work with the group, taking as her own 
responsibility patients presenting special physical or per- 
sonality problems, and letting the rest of the patients know 
that, though she may not be nursing them herself, she is 
in fact ‘ t..eir nurse’, responsible for their care, and personally 
available in case of need. There are signs that the future 
pattern of our nursing will be on these lines, and though I 
have had no experience of it, there are those who have, and 
who would be prepared to help us try out pilot schenies. In 
favour of the method it is said that the team achieve a real 
sense of security because they work for one leader, while the 
leader and her deputy, thinking in terms of total patient 
care and team organization, develop a fuller sense of profes- 
sional responsibility. It does not take fewer staff, and in 
times of stress there is the usual temptation to revert to 
job assignment, but it does make better use of those available, 
and the patient is left in no doubt as to who is ‘ his nurse’, 


Ill-Timed and Inadequate Care 


In discussing the Nuffield evidence that, despite all 
our efforts, we are attending to the patient’s physical needs, 
at times further and further away from those at which they 
would be attended to at home, and perhaps neglecting some 


of them altogether, I suggested that ward management 
had a part to play in righting this. True ward management 
implies the ability to stand back and appraise one’s work 
and the work of others in the ward; and, if inter-departmental 
co-operation is involved, to make constructive and tactful 
suggestions in the right quarters. 


Ward Management Problems 


Let us enumerate the main problems those responsible 
for ward management and a better time-table for the patient 
have to face today. The biggest headache of all, perhaps, 
and one already touched on, is the constantly changing 
‘staff’ of student nurses. Secondly, the pace of the work 
in a modern acute ward, the operation lists—‘‘twice as many 
ops. in twice as many theatres as before the war’’, as 
someone put it the other day, with consequent overwork 
for those in charge. Thirdly, the lack of resident domestics 
and the number of part-time nurses who leave at tea-time. 
And lastly, certain rigid traditions and rituals which need 
examining with a fresh eye; the tradition that the ward 
must be open and the internal work completed by 9 a.m.; 
that certain techniques must be carried out in rather 
complicated ways because Mr. So-and-So likes them that 
way, though Dr. Such-and-Such expects them to be 
performed differently. 

On the question of the ever-changing student ‘staff’ 
the College, in its comment on the Nuffield job analysis, 
puts the case for a reduction in the number of student nurse 
training schools. A much greater share of the hospitals’ 
nursing service should, the College considers, be carried out 
by assistant nurses, pupil assistant nurses and auxiliary 
personnel—people who would ‘stay put’. This is largely 
a question of national policy, but in so far as it affects the 
ward sister and her patients she should be prepared to put 
forward her opinion in the interests of both. 

Again, the high pressure under which many hospital 
nurses work is due partly to the tradition, inculcated in their 
training, that they should not spare themselves, and their 
consequent willingness to accept accretions of work which 
they can undertake when other staff have gone home, 
But even when they could and would delegate, such 
Ministerial rulings as Circular RHB (52) 133, Economy in 
Man Power, enjoining a strict ceiling, if not an actual cut, 
in all but nursing establishments, defeat any real effort to 
conserve nurse power from the start. 

Little can be done about the restricted hours of 
time nurses; more perhaps about the shortage of domestics, 
especially when linked with labour-saving equipment and 
improved layout. The traditional opening of the ward, the 
timing of medical rounds, the reviewing of techniques, must 
be discussed with the medical staff, whose sympathetic 
co-operation is vital. In all these matters the ward sister 
must put her point of view with competence, confident in 
her objective—a better time-table and more adequate care 
for the patient in the ward today. 


Prevention of Tuberculosis in Scotland 


E Department of Health for Scotland has issued a 
memorandum on prevention of tuberculosis to local 
authorities in Scotland, pointing out that the rapid decline in 
the death rate from respiratory tuberculosis in recent years 
has not been accompanied by a corresponding drop in 
notifications, thus indicating a need for intensifying all 
possible preventive measures. The memorandum reviews— 
mainly for the information of medical officers of health and 
chest physicians—the value of the various established 
methods of bringing this disease under control. The import- 
ance of discovering the source of infection in each new case, 
and the follow-up both in home and place of work is stressed. 
Authorities are reminded that it is essential that there 
should be close co-operation between the medical officer of 
health and his staff, the chest physician, family doctor and 
industrial medical officer. The health visitor, or tuberculosis 
visitor, the sanitary inspector, housing manager, social 
worker, district nurse and school teacher all have important 
parts to play, and their fullest support should be enlisted. 
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Some Problems and How we Tackled Them 


by R. M. HICKS, Matron, Queen Mary’s Hospital, 


the difficulties of my own hospital 

following much discussion at conferences 
and meetings on the Nuffield job analysis 
survey. There have been mauy criticisms 
but I want to try and put forward a few 
thoughts on how some of the difficultiescan 
be remedied in a very difficult situation. 

The report, I feel, gives very good scope 
for each of us to try and set our house a 
little more in order according to our 
facilities as they must vary in each hospital. 
I will mention only two very outstanding 
propositions: 

(a) later waking time for the patient; 

(b) a better allocation of duties to allow 
more time to devote to student nurse 
training. We have tried here in the past 
three years to cope with thgse problems in 
the following ways. 

‘ I know [ shall be very strongly criticized 
by many members of the nursing profession 
for some of the steps 1 have undertaken 
but 1 hope that in their criticism they will 
keep in mind two things: 

1. that these steps would never have to 
be considered in the teaching hospitals 
where there is no staff shortage (and that 
of course is, and should be, the ideal); 

2. that these problems are very real and 
very urgent to hospitals outside London 
and somehow have to be faced; every 
possible way of using every member of 
staff needs to be explored, bearing in mind 
at all times the status of the student and 
that the ward sister’s time is needed for 
the purpose of training. : 


| FEEL prompted to write about some of 


Genera] Position 


_ This is a hospital of 350 beds; at first 
it lopked a very sorry picture for high 
ideals, let alone getting them to work with 
23 students in training, a sad lack of staff 
nurses and a number of nursing volunteers, 
auxiliaries and other personnel. They gave 
of their best, but it was no background 
for training students. (1 might mention 
here that some of these warious nursing 
personnel are now in training in the assistant 
nurse training school.) This was the 
position to begin the second year of a 
newly-recognized general training school 
and as we had students who were only for 
two years’ training my first move was to 
launch our first prizegiving day, which of 
course meant badges and certificates to be 
designed, and cups and prizes which were 
very readily given by the Committee. This, 
I felt, would begin to put us on the map, 
both locally and in the nursing world, and 
a team was entered for the Nursing Jimes 
tennis tournament;in the third year the 
team reached the quarter-finals. 

[ then began a monthly sisters’ meeting. 
It was difficult to talk about nurse training 
with perhaps one junior nurse having to 
shoulder the responsibility of a third-year 
student and more often than not the staff 
nurse’s duties as well. So we talked first 
of other things and that first year saw us 
established with a central linen store, and 
we tried to make more use of our cadets 
without any detriment to their status, as 
I prefer to call them pre-nursing students. 

Our second year saw us established with 
an assistant nurse training school within 
the group. We had the problem of geriatrics, 


a pleural effusion unit and a small acute 
general practitioners’ hospital to be staffed, 
often most inadequately. The study day 
was established right at the beginning; we 
had very little staff anyway so it was felt 
better to start as it was intended to continue. 

The position today has vastly changed, 
and yet how much more we could do if 
only we had six to eight students on a 
ward (our average is four). There is also 
a full-time staff nurse to each ward and a 
considerable number of part-time trained 
staff on night duty where formerly 28 ward 
orderlies had been employed on nursing 
duties and had even n in charge of 
wards (there are now only six); two staff 
are maintained on the wards most nights. 


For the Students 


There are 74 students in training. We 
have a principal tutor and an assistant 
tutor who visits the wards each morning 
to see the students at their normal routine 
work. A record is kept of these duties 
being performed and any criticisms made. 
This ensures a closer co-operation between 
classroom teaching and ward techniques. 
I hold an examination of all students 
yearly, in theory and practice of nursing. 
A cup is held for a year by the nurse with 
the highest marks; also this examination 
must be passed (with others by the medical 
staff) for a hospital certificate. 

A pre-nursing student is attached to some 
of the busiest wards to assist with clerical 
work, telephone messages etc., and this 
has proved a really valuable help. They, 
too, have a yearly examination set by 
myself and a prize is awarded for the 
highest marks and the best practical 
ability shown during the year. 

When the Nuffield report was published 
we formed a committee representing a 
student from each year, a staff nurse and 
a sister, arid we began to think of what we 
could do under not too easy circumstances. 
We have had some very good suggestions and 
five of our wards now have a 6 a.m. waking 
hour (still too early) instead of 5 a.m.; the 
busiest wards have not yet been able to 
follow but we hope they will before too long, 
we have extended our lights out and 
evening work time to 9 p.m., which has 
resulted in many advantages. 

It has eliminated that very nasty habit 
which some of us have had to face of beds 
and washings being done before tea, and the 
evening work goes on more steadily in 
eliminating that rush because ‘all must 
be finished before the night staff come on 
duty’’. The night staff just continue and 
finish any beds etc. and quietly tuck down 
their patients (intake and output charts 
and of course everything that requires 
records are completed by 8 p.m.). The 
night staff also have the advantage of 
seeing their patients with the lights still 
on. How I wish we could do the same in 
the morning, but | think this move has 
been a step in the right direction. I can 
see its possibilities for morning routine, too, 
with more thought and discussion of what 
is necessary and what is not necessary till 
a later hour. 

I might mention here that wards already 
participating in a later working hour have 
handed over to the day staff the marking 


Sidcup, Kent. 


of temperature charts and the unnecessary 
making of beds where patients are likely 
to be up by 9 or 9.30 a.m. It was one of the 
criticisms of the Report that it gave us 
nothing new—perhaps not, but it must have 
made us think, and made us alive in our 
thinking, else why have all these conferences 
been so well attended? The members of 
the team put much time and thought into 
something that has enabled them to give 
us plain facts and it is surely their time 
wasted if we go on “ because we always 
have done’’. We are not lowering our 
—— by changing our routine. We are, 
hope, helping the patients to have a more 
comfortable and happy time during their 
stay in hospital, and we are adding valuable 
time to the curriculum for teaching and 
training the student nurse. So the plan 
for our day now is: 
the mornings devoted as far as possible 
to doctors’ rounds, treatments and 
teaching; 
the afternoons—the patients rest, except 
for those having blanket baths and, of 
course, operating days in the surgical 
wards. 
The evening routine as already described. 


Assistant Nurses 


The assistant nurse training school shared 
in our most recent prizegiving day, to accept 
a reward for their share of nursing in 
the group; two were presented with a 
certificate and badge on completion of two 
years’ training: Our results for the end 
of last year were 100 per cent., six finalists, 
five for Part 1, eight for Part II and four 
pupil assistant nurses (the first to enter). 

We still have our anxious moments when 
everyone seems to be at a study day o: 
sick or just somewhere else. We all realize 
how trying that can be but those times are 
not every day of every week as they used 
to be. I would like to pay tribute to a 
very helpful and co-operative staff—changes 
may be planned in the office but it is the 
staff who have to carry them out. 

I have often felt that if we could only 
sit for one day in one of our own wards 
and just note all the happenings in a 
similar way to the team, not timing, but 
just noting the duties performed, we should 
be able to discover ways and means of 
making alterations to save time and work. 
After all it is the looker-on who sees the 
most. It is an experiment I believe well 
worth trying, revolutionary in thought 
perhaps, and one that time has not yet 
been able to permit. 


The Coming Year 


We began 1954 with the revised syllabus 
well in hand. Our first five students spent 
a week visiting clinics and making visits 
with the health visitors and midwives and 
ended on Saturday morning with group 


discussion and two days spent at a mental 


hospital for lectures and clinical demon- 
strations. We have much more to do in the 
coming year. I hope we may be bold and 
not hesitant about it, and accept the 
challenge offered by the Nuffield job 
analysis survey, always having in mind the 
patients’ needs and our responsibility of 
giving the student nurse student status. 
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Oxygen Concentration 


Arising out of Dr. Bracken’s admirable 
article Good Practice in the Use of Oxygen 

blished in your issue of July 17, there 
are one or two points which we feel need 
further enlargement. 

Under the~heading ‘Oxygen Concentra- 
tion’ it is stated that the oxygen flow-rate 
should never fall below 7-10 litres per 
minute in oxygen tents. As a general rule 
for oxygen tents used with adult patients 
this is, of course; perfectly correct, but it 
should be remembered that there are many 
other smaller types of oxygen tent in 
common use in hospitals, particularly in 
maternity and premature baby units, 
wherein a flow of this intensity, if under- 
stood to apply to all oxygen tents, might 
well result in unwarrantably high concen- 
trations of oxygen. 

Resulting from recent investigations into 
the possible causes of retrolental fibroplasia 
in premature babies it is now generally 
advised that oxygen concentrations should 
be kept at a level not exceeding 35-40 per 
cent., and indeed even as low as 25-30 
per cent. A flow of 7 litres per minute in a 
baby oxygen tent will produce a concentra- 
tion of over 60 per cent. in about 10 minutes 
and, even with ventilation, this will con- 
tinue to build up as long as the tent 
remains closed, attaining a maximum of 
80-90 per cent. It will therefore be seen 
that to interpret a flow of 7-10 litres per 
minute as a general instruction will produce 
oxygen concentrations in small tents far 
in excess of what is now considered a safe 
level. 

To obtain the very low concentrations 
which are now considered advisable, special 
flowmeters recording accurately down to a 
flow of half a litre per minute would have 
to be used, but such a flow would so reduce 
air circulation within the tent that the 
problems of ventilation and carbon dioxide 
build-up would have to be reckoned with 

. and the solution of one problem would 
bring two more in its train. 

A more practicable solution lies in the 
production of special fittings for existing 
oxygen flowmeters of the Bourdon tube 
type by which a controlled proportion of 
air is drawn into the oxygen flow, so that, 
instead of 100 per cent. oxygen being fed 
into the tent, a mixture containing a 
of oxygen controllable down to 
> per cent. can be administered, arrange- 
ments being made that the combined flow 
of oxygen and air is not too great to upset 
the circulation and heating systems. 
(Such fittings are now being introduced by 
thig Company.) 

Finally, it should be emphasized that 
there is no reliable means of predicting the 
oxygen concentration in an oxygen tent; 
identity of litre flow is no guarantee of 
identity of concentration. Except in a 
‘closed circuit’ such as is found in most 
modern incubators, too many other variable 
factors can affect the oxygen tension. 
Therefore, whenever possible, an analysis 
of the air inside the tent should be taken 
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to determine just how much oxygen a 
tient is getting—quite apart from the 
ow shown on the regulator. 

J. L. M. Hore, B.A. Cantab. 

Oxygenaire (London) Ltd. 


WHO Study Tour 


I have recently returned from three 
months’ study leave, under the auspices of 
the World Health Organization, in Sweden, 
Denmark, and the Netherlands. 

Although I personally thanked medical 
and nursing personne] for their kindness 
in conducting me around hospitals and 
giving explanations of the various health 
services, | should like to express my appre- 
ciation publicly, because I know the 
Nursing Times is widely read in the above- 
mentioned countries. 

I shall always feel indebted to the nursing 
associations and ministerial nursing officials 
who did not spare themselves in placing 
facilities at my disposal to help in my 
studies. For their part, they said they 
only wished to reciprocate the treatment 
they had either received in Britain or 
would expect if visiting this country 
in an official capacity. Their kindness 
and hospitality were magnificent. 

In meeting a male nursing tutor the 
people of these countries found something 
unusual, The mention of our present-day 
training schools in mental hospitals and 
the fact that we had to have general 
hospital experience to become tutors allayed 
any doubts and gave me good standing in 
visiting general as well as mental hospitals. 

1 was asked to convey good wishes to 
individuals, and also to nursing colleagues 
generally from nurses in these countries. 
The benefit from these WHO fellowships 
must be great in this respect alone, that 
we can make such contacts. It is good that 
such sincere friendships exist between 
nurses of all countries, examples of which 
I saw in Stockholm, Copenhagen, and in 
the Netherlands. 

The Florence Nightingale Festival was 
held in Stockholm on May 13 and was 
attended by the Queen of Sweden and 
Princess Sybella. I felt honoured to be 
invited by the Swedish Nurses’ Association 
and the Royal Medical Board to see this 
fine portrayal by first-class actors and 
actresses. 

I am grateful for having had the chance 
to meet such colleagues in nursing and may 
I say how pleased | was to learn that male 
nursing in general hospitals is now estab- 
lished in Denmark? The first seven 
completed their training last April. 

DONALD SHELDON, S.R.N., R.M.N., 
Principal Tutor. 


One of the Reasons ? 


The précis on The Training of District 
Nurses in the Nursing Times of August 7 
is interesting, but there is no mention of 
the periodic imspection when training is 
completed. 

What a pleasure to be told you are doing 
fine work and to receive every encourage- 
ment to carry on and to have the necessary 
criticism given in a helpful way. This was 
the method adopted: by my late superin- 
tendent. Recently it was my unpleasant 
experience to meet another type—really 


unkind and rude. Her visit made me fee 
very sad and inclined to give up work which 
I have always loved, chiefly among old 
people who need us. If this is the general 
policy one cannot expect to retain the 
services of responsible trained nurses. 
Could this be one of the reasons for shortage 
of candidates for district nursing ? 
COLLEGE MEMBER 35896. 


District Nurses’ Uniform 


A friend of mine remarked recently that 
we should take a leaf from the Americans’ 
book, and bring our uniforms, especially 
district nurses’ uniform, up to date. She 
complained of our general drab appearance 
—black sensible shoes and stockings—so 
archaic, and smacking of Poor Law (old 
style). 

She wondered why we wore butcher blue 
nondescript frocks, when a navy blue frock, 
such as that worn by a ward sister, would do 
more to enhance the status of the district 
nurse than all the exhortations to call her 
* Sister ’. 

I sadly agreed that she was probably 
right, and thought of a few improvements 
which might be considered. 

(1) An all-purpose proofed coat (Burberry 
style, or a more up-to-date variety such as 
Dannimae), with appropriate flashes instead 
of the impractical serge coat, which shines 
terribly, especially if one drives a car or 
rides a bicycle. 

(2) Nylon stockings (not black), and 
please no more sensible lace-up shoes. There 
are many types of wedge-heel shoes which 
are very becoming, and not too frivolous ! 

(3) A modern style (perhaps button- 
through) washable frock, minus ugly 
plackets and starched collars, navy-blue for 
preference, with white collars and cuffs— 
soft and detachable—and short sleeves. 

I cannot think of a suitable hat—the 
peaked caps provided are rather manly and 
reminiscent of the ‘ gas-meter’ lady, but 
perhaps a small rain-hat,‘to match the 
proofed coat, would suffice in this climate. 
It would be interesting to know how other 
district nurses feel about their uniform, and 
if they think that change is desirable. 

Joan I. Macnamara, S.R.N., 
S.C.M., R.S.C.N., H.V.Cert., Queen's Nurse. 


Hillingdon Hospital, Uxbridge, 
Middlesex 


’ It is hoped to form a nurses league. Will 

past members of the nursing staff who 
trained at this hospital, and who are 
interested, please get into touch with Miss 
M. Copland, Hillingdon Hospital. 


Addenbrooke's Hospital, Cambridge 

Miss F. Goodliff, ward sister, is retiring 
at the end of September after 22 years’ 
service. Mr. V. C. Pennell, M.B., B.Chir., 
M.A., F.R.C.S., senior surgeon, is also 
leaving this year after 25 years on the 
consultant staff. Any past members of the 
staff who wish to contribute towards 
parting gifts are requested to send their 
donations to matron by September 10. 


Lewisham Hospital, London, S.E.13 


Miss M. R. Hills, deputy matron of Park 
Hospital, Hither Green, London, S.E.13, 
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since 1940, will be retiring in December of 
this year. Will any past members of the 
staff who wish to join in a presentation 
kindly send contributions to the acting 
matron, Miss M. Bell, by September 30. 


Manchester Royal Infirmary, 
Manchester 13 


Miss E. Newbound, ward sister, has just 
resigned after spending 30 years in the 
service of the Manchester Royal Infirmary. 
It is proposed to make her a presentation 
and any ex-M.R.I. nurse wishing to con- 
tribute should forward her donation to 
Miss L. G. Duff Grant, matron. 


EVENING CLASSES AT MORLEY 
COLLEGE 


Morley College, 61, Westminster Bridge 
Road, S.E.1, will be opening for the new 
session of evening classes on Monday, 
September 27. (September 20 to 24 are 
enrolment evenings.) The new programme 
includes evening classes in English language 
and literature, public speaking and debat- 
ing, philosophy, psychology, sociology, 
economics, current affairs, history of 
London, science in the home, modern 
medicine and surgery, drawing and painting, 
modelling, appreciation of art and archi- 


tecture, modern languages (including 
Russian), folk dancing, and physical 
training. 


In addition there is a large music depart- 
ment, and the College Theatre School. 

The College has an active social and 
club life, organized by the Students’ 
Committee, a library and canteen open to 
students, and a sports ground at Eltham. 
Fees are from 12s. 6d. a year for one class. 
Details can be obtained from the Secretary. 


‘CHOICE OF CAREERS’ SERIES 


A new booklet, The Physiotherapist, has 
been published in the series ‘Choice of 
Careers’ issued by the Ministry of Labour 
and National Service to give guidance on 
careers in services auxiliary to the medical 
profession. Subjects already covered in the 
series are radiography, occupational therapy, 
speech therapy and the technician’s work in 
the medical laboratory. These booklets are 
intended chiefly to assist young people in 
deciding upon a career; they are priced at 
6d. each from H.M. Stationery Office, or 
through booksellers. 
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At the Cinema 


The Caine Mutiny 

A very enjoyable film, interesting and 
exciting with its play on emotions and 
temperaments. The typhoon scenes which 
bring the mutiny to a head are terrific, and 
the trial at the court martial tense and 
finely done. The colour is so good one is 
hardly aware of it and the make-up of 
newcomer May Wynn so restrained it 
greatly enhances her natural beauty. All- 
round good acting from a long cast headed 
by Humphrey Bogart, José Ferrer, Van 
Johnson, Fred MacMurray, Tom Tully and 
Robert Francis. 


Adventures of Robinson Crusoe 


The immortal tale, brought to life excit- 
ingly and movingly, will make you see why 
this adventure story has survived for so 
long, and will make you want to read it all 
over again to recapture, as the film does, 
the terror and pathos of Crusoe’s solitude, 
his admirable courage and ingenuity in 
surviving for 28 years on a desert island, the 
shock of finding Man Friday’s footprint on 
the shore, and the slowly growing mutual 
trust and affection between the civilized 
man and the naked savage. Crusoe is 
ee by Dan O’Herlihy, Friday by James 

ernandez. 

Valley of the Kings 

Laborious but beautifully photographed, 
this film tells how a wonderful ancient 
Egyptian tomb is discovered, proving the 
truth of the Biblical account of Joseph in 
Egypt. With such a tremendous subject, 
this could have been a tremendous film; 
instead, it is commonplace, and is only 
partly saved by the technicolor beauty of 
the Nile and the desert. Robert Taylor is 
one archaeologist, Eleanor Parker is an- 
other; neither really seems cut out for 
the job. 


Indiscretion 


This is the rather tense and uncomfortable 
story of a pretty young American housewife 
(Jennifer Jones) on holiday in Rome, trying 
to make up her mind whether to go home or 
to stay in Italy with the young Italian- 
American professor (Montgomery Clift) with 


whom she has fallen in love. This emotiona} 
tug-of-war takes place in Rome’s Terminal 
Station; will Mary catch that train, and 
return to her husband and child, or will her 
love for Giovanni win? There are some 
excellent little portraits of other travellers, 
and interesting glimpses of the organization 
and personnel of a big station. 


For Children 


THE LITTLE PARROT who thought 
he was a pirate, by Dorothy Craigie (Max 
Parrish, 7s. 6d.). 

Vivid and gay in colour, with just enough 
story to keep a small child absorbed, this 
picture story by Dorothy Craigie is excellent. 
It blends the familiar—the birds on a 
window-sill—with the wonders of pirates 
and high seas seen through the imagination 
of a lovable but silly parrot. Any child 
would love it; for a sick child in bed it 
could not be bettered. 


Solution to A Patient’s Crossword No. 50 


This series of crosswords .is now com- 
pleted. Competitors will be happy to know 
that the setter is ‘ a patient ’ no longer, and 
is continuing his studies as a medical 
student. 


ired. 
Down: . Eskimo. 8. Honest. 4. Saturn. 
5. Tale. 6. Evidence. 9. Enamel. 138. Tosh. 14. Un- 
sealed. 15. Marrow. 16. y Ry Toiler. 20. Stowed. 
21. Elapse. 22. Velvet. 25. Mint. 
Prizewinners 

First prize, 10s. 6d., to Miss E. M. Rice, St. Peter's 
Hospital, Chertsey, Surrey. ya gr. a book, to 
Miss E. E. Valentin, c/o Ltd., 27, Hay- 
market, London, 


Solution to Home and Overseas Crossword 


No. 9 

1. Pocket. 4. Banish. 7. Willow. 8. Relate. 

9. Trail. 11. Rooted. 12. Livery. 13. Was 16. 
ag oo 19. Rogue. 20. Tattoo. 21. Glance. Rarely. 
ect. 
Down: 1. Powder. 2. Calico. 3. Toward. 4. Derail. 
5. Orange. 6. Theory. 9. Tenor. 10. Litre. 18. Waiter. 
14. Garter. 15. Nobody. 16. Gurgle. 17. Avenue. 


18. Expert. 
Prizewinners 


A book to Miss V. A. Hobbs, Devonleigh Hospital, 
Austey Street, Cottesloe, West Australia, and to Miss 
V. E. Barnes, 6a, Cambridge Square, London, W.2. 


Home and Overseas 
Crossword No. 12 


FIRST prize of 10s. 6d. and 

a book will be awarded to 
the senders of the first two cor- 
rect solutions opened on Monday, 
November 22, 1954. The solution 
will be published in the same week. 
Solutions must reach this office 
by the week ending November 20, 
addressed to Home and Overseas 
Crossword No. 12, Nursing Times, 
Macmillan and Co. Ltd., St. Martin’s 
Street, London, W.C.2. Write 
name and address in block capitals 
in the space provided. Enclose no 
other communication with your 


entry. 


The Editor cannot enter into 
correspondence concerning the 
competition and her decision is 


3 
we pee He es and no (8). 13. These balls 
may be rolled but not hit (3). 15. A very loud 
(6). 20. Come to the top (4). 
6 e iner. comfy (4). 


16. Let 
21. Dream Joiner. Very 


+ 


Across: 1. Tragic hero’s little village (6). 
3. ‘ It’s my own invention’, said the white one 
Se. 7 re one could be’ sure of ham (9). 
. Slow birds (4). 10. Heaven in every task 
u hate (3). 11. A dog to urge on (4). 14. 
es, I'd a nerve, so to speak (5, 3, 3). 17. ‘If 
music be the ——— of love, play on’ (4). 18. 
It’s no less blessed as a place of rest (3). 19. 
The joint in a pack-needle (4). 22. A matter of 
teaching (9). 23. Reform our set ways (6). 
24. Horrified (6). 

Down: 1. How about all being sacred (6). 
2. What Antony borrowed from his friendsj(4). 
4. No one in France (4). 5. One might be 
stewed in these clothes (6). 6. Here speaks a 
poet (11). 7. Not true headgear? (9). 8. To 
me a lion is very excitable (9). 12. Married on 


= 


final and legally binding. 


Across: 3. Hesitate. 7. Fiasco. 8. Nettle. 10. Supine. 
11. Enid. 12. Sort. 14. Utmost. 17. Norman. i138. 
Sprout. 20. Shelve. 23. Goat. 24. Atom. 26. Oracle. 
| 
| 
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Mile End Hospital, London 


ISS L. J. Ottley, past President of the 

Royal College of Nursing, was the guest 
of honour at the annual prizegiving. Miss 
V. M. Crocker, matron, reported that plans 
for a new recreation hall had been delayed 
for some time, but owing to a generous grant 
from King Edward’s Hospital Fund for 
London they were hoping before very long 
to see the new building rising. 

After Miss Ottley had distributed the 
awards she addressed the nurses, telling 
them that they had four heavy responsi- 
bilities. One was for positive health 
teaching, because they could do so much to 
show people how to keep themselves and 
their families well; the second was towards 
the recruitment of the nursing profession— 
one of the best methods was to tell others of 
the happiness they found in nursing; they 
also had a responsibility for the training of 
other nurses—a perfect system of training 
had not yet been found and it was up to each 
of them to make her own contribution to 
see that those coming after should have the 
very best training for their nursing career; 
finally, the future of the nursing profession 
rested in their hands and Miss Ottley said 
that she had been pleased to hear of their 
active Student Nurses’ Association Unit 
because that was the first step towards 
planning the future of the nursing profession. 

Miss E. M. Nightingale and Miss F. L. 
Precklein were awarded silver medals, and 
bronze medals went to Mrs. S. Y. Hatwell, 
Miss A. Kelly, Miss M. F. Lewis and Mrs. K. 
Waller. Matron’s prize was won by Miss 
M. D. Bowman. 
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School News 


Royal Sussex County Hospital, Brighton 
HE prizegiving and reunion were preceded 
by a short service in the hospital chapel. 

The prizes were presented by Miss Frances 
Rowe, Executive Secretary, National Coun- 
cil of Nurses of Great Britain and Northern 
Ireland. 

Miss Rowe said how pleased she was to 
see that parents of nurses had been invited. 
She bade nurses remember their training 
school and all that they had learnt there. 
Trained nurses were fortunate in the wide 
choice of work open to them and nurses 
had passports to the world. Referring to 
Florence Nightingale’s centenary, Miss Rowe 
pointed out how great was the need for a 


A group of prizewinners with (centre) Miss B. Round, sister tutor, and Miss M. Wheeler, 
matron, at HEREFORD COUNTY HOSPITAL, where the prizegiving was 
combined with the opening of the new nurses’ home. 


Above left: @ group of 

prizewinning nurses in the 

garden at MILE END 
HOSPITAL. 


Above: at DULWICH 
HOSPITAL prizegiving. 
Middle vow, seated from 
left: Mr. Berger, group 
secretary; the Mayoress of 
Camberwell; the Mayor of 
Camberwell; the Hon. Ruth 
Buckley, J].P., chairman, 
hospital management com- 
mittee; Miss M. Henry, 
Registrar, General Nursing 
Council, who presented the 
prizes; Mr. F. Cole; matron, 
and sister tutors. 
Left: @ happy group at 
KING’S CROSS HOS- 
PITAL, Dundee, where 
Lady Cayzer presented the 
awards. 


- modern Florence Nightingale in the mental 


nursing field. 

Gold, silver and bronze medals were 
awarded to Miss A. White, Miss A. Romney 
and Miss W. M. Verrill respectively. Miss 
White also received the Jones Bursary for 
the best all-round nurse, a cheque to aid 
further studies. (Picture on next page). 


Coventry and Warwickshire Hospital, 
Coventry 
E prizegiving was held at the pre- 
liminary training school at Keresley. 
Dr. G. E. Godber, D.M., F.R.C.P., D.P.H., 
deputy chief medical officer, Ministry of 
Health, presented prizes and certificates, 
and addressed the nurses, telling them that 
a hospital was not a group of buildings but 
of people, and that the atmosphere of the 
hospital as well as the comfort and well- 
being of the patients depended very largely 
on them. 

Among the prizewinners were Miss B. M. 
Lord and Miss M. Hanrahan, best third- 
year nurses. 

Mid-Worcestershire Hospital Management 
Committee 
Assistant Nurse Training School 
th third annual prizegiving was held 
at Blackwell Recovery Hospital; the 
— were distributed by Professor J. M. 
mellie, O.B.E., T.D., M.D., F.R.C.P., 
chairman of the Area Nurse Training Com- 
mittee, Birmingham Regional Hospital 
Board. 
Miss M. Neenan, matron, Bromsgrove 
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Below: af the ROYAL SUSSEX 


COUNTY HOSPITAL, Brighton. Left & 

to vight: Miss Marie Verrill, bronze medal; § 

Miss Ann Romney, silver medal, and Miss 
Ann White, gold medal. 


Cottage Hospital, presented the report on 
the year’s work. Experience was gained 
at four hospitals in the Group—Bromsgrove 
Cottage Hospital, Blackwell Recovery Hos- 
pital, Blakebrook Hospital, Kidderminster, 
and the Smallwood Hospital, Redditch. It 
was gratifying to report that five girls 
had proceeded to take general training, one 
midwifery training and six had taken 
'S.E.A.N. appointments at hospitals in the 


A Visit to Canada and the U.S.A. by 


HAD heard and read much about 
| Canada and the United States, and it 

was therefore with much anticipation 
that in May 1953 I sailed for Montreal.. 

The banks of the St. Lawrence River 
looked peaceful and inviting. The weather 
was warm, but Montreal looked like any 
other seaport, although the streets were 
gaily decorated for the Coronation. We 
left by night train for Niagara Falls, and 
next morning passed through the fruit belt— 
miles of apples, peaches and grapes. At 
Niagara Falls the U.S. immigration officers 
were extremely pleasant and helpful, and 
interested in the Coronation. We noticed that 
most of the shops were displaying Coronation 
souvenirs and pictures of our Queen and 
the Duke of Edinburgh. 

My first introduction to an American 
home was something of a revelation; the 
electric mixers, the tall, roomy refrigerators, 
the innumerable gadgets for cooking and 
cleaning, the built-in wardrobes in all 
bedrooms, showers to every bathroom, 
washing machines and driers in the base- 
ments. I was so impressed with all these 
comforts that I finally asked if there were 
any slums in America and was assured that 
there were, although I never saw any. 

Later I visited the Falls, and must 
confess to a slight disappointment at first 
sight, perhaps because they could not all 
be seen together, but gradually their mag- 
nificence grew on me. The mighty roar of 
the tumbling waters and the pace of the 
rapids, the spray rising many feet and the 
deep-hued ever-present rainbow were all 
fascinating. I saw them on several occasions 
afterwards, and each time was more im- 

ressed. Seen from the Canadian side, 
high up in an hotel room, they present an 
unforgettable scene of grandeur. 

We next visited Toronto, Canada’s 
largest industrial city, passing through many 
pretty resorts on Lake Ontario. The 
houses in Canada were much like those of 
New York, and the Canadians were very 
friendly and hospitable. 
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Pupils, guests and staff of the hospitals associated in the group training scheme, at the 
Mid-Worcestershive Hospital Management Committee Assistant Nurse Training School 
prizegiving. 


Group. The school had been proud to 
learn that one of the first pupils, subse- 
quently taking her general training, had 
received the award for the best nurse of 
the year at the General Hospital, 
Birmingham. 

Professor Smellie, after distributing the 
badges, certificates and prizes, reminded 
the nurses that the reputation of the nursing 
profession stood high in the country and 
in the world today, and he had no doubt 


that they would not only maintain that 
tradition but enhance it. There was a 
danger of turning the nurse into a tech- 
nician; he wished to stress, therefore, that 
the patient was dependent upon the nurse 
to provide the gentle and humane approach 
which was so vital. 

The hospital final examination prize was 
awarded to Miss H. G. Haines and Miss 
M. Collins; Miss Collins also received 
matron’s prize. 


CLARA A. SANKEY, Sister, 


Electro-Hydraulics, Ltd., Warrington. 


In New York I had the privilege of 
visiting the first aid department of a large 
chemical factory. I signed a pledge of 
secrecy regarding any manufacturing 
= I might witness (needless to say, 

did not witness any) and was duly escorted 
to the first aid department, which, apart 
from the treatment rooms, appeared to be 
similar to a pathological department of a 
hospital. With the head nurse I toured 
the up-to-date X-ray room, the cardiograph 
room, the blood count room, and the 
doctor’s office, where I was introduced to 


the medical officer, who looked uncomfort- 


ably warm working with artificial lighting 
and surrounded by electrically-driven fans. 

They only treated factory liabilities. Cases 
of sickness and home accidents were given 
first aid and referred to their family doctors. 
The nurses, looking very cool in white 
nylon, were very interested in the way our 
National Health Service was run, and 
wanted to know how it worked in conjunc- 
tion with compensation for injuries. Their 
safety rules for the employees are numerous 
and strictly enforced. If there is no lost 
time due to accidents in 365 consecutive 
days, every employee in the firm receives a 
prize, and I was assured that prizes are the 
rule rather than the exception. They are 
good prizes. I saw some of them— 
personal weighing machines, and pressure 
cookers, etc. At the time of my visit they 
were within three weeks of the next prize, 
and I wished them-every success. 

On July 2 a savage gale of hurricane 
force ripped across Niagara Falls and the 
surrounding districts. There were gusts 
of wind of 75 miles an hour, vivid lightning, 
accompanied by heavy rain and hailstones 
as large as ice cubes. Trees were uprooted 
and telephone wires brought down; houses 
were damaged and people injured. We 
found the electricity cut off, and could not 
even make a cup of tea. We did not enjoy 
that at all, and the current was not restored 
until noon the next day. 

On July 4, American Independence Day, 


we travelled to Liverpool, New York, 
through streets gaily decked with the Stars 
and Stripes. Through miles of countryside 
between towns, long hilly roads, thick 
forests and many fruit farms, through 
Syracuse, a large city with its beautiful 
creeper-covered university buildings ex- 
tending for some distance, surrounded by 
well-kept lawns and beautiful flower borders. 

By the pretty Onandaga Lake lay the 
village of Liverpool. Here we found an 
old French fort, relic of the long past wars 
with the Red Indians, complete with a 
display of their antiquated weapons of war, 
old flints and bows and arrows, cannons 
and cannon balls, and curious looking 
rifles, some Red Indian buckskin dresses 
(of the chieftains) elaborately adorned with 

, and their feathered head-dresses, 
and a few French uniforms now falling to 
decay. From Liverpool we made several 
excursions into the lovely Adirondacks, and 
drove through miles of forest, picnicking 
on the lovely lakesides. 

The Americans are evidently lovers of 
family life; parents are companions to 
their children, and it was a common sight 
to see whole families turn out to go to 
church on Sunday mornings, and then to 
spend the rest of the day picnicking at 
one of the many pretty lakes to be found 
in New York State. 

There is so much space that nowhere 
seemed crowded. Every party was able to 
find a spot of its own. After swimming in 
the lakes, fires were lighted in fireplaces 
built of pebbles from the beaches, and the 
famous hamburgers cooked, which we 
found very appetizing. All the food and 
drinks for the day were carried in the car 
in an ice box, so they were beautifully fresh 
and cool on the hottest day. 

We sailed for home from New York 
harbour during a heat wave. The thought 
of cool sea breezes made the parting easier 
and our last sight of America was the 
commanding Statue of Liberty. I hope to 
be back one day. 
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Growing Testimony 


For many years now, mothers have known and trusted Ostermilk... and a generation of 
sturdy Ostermilk babies has shown that this trust is well deserved. Ostermilk owes its success 
to its purity, digestibility and nutritional value. Purity 


OSTERMILE NO. 1 is for « « -» because it is rich, clean milk, dried on heated rollers. 
infants up to 2 or 3 months, 


OSTERMILK NO. 2 is best 
from then on. At 3/64 


Digestibility . . . because it is modified to suit young 


1-lb tin, Ostermilk costs no digestions; the curd formed in the baby’s stomach is 
more than dairy milk. And 
the mother retains her light and flocculent, like that of breast milk. Nutritional 
right to the daily Lid. 
value . . . because it. contains all the essential constituents 
From chemists, 
mother. in the 100- 
of breast milk, plus extra vitamin D and iron to guard 


OSTERMILK BABY BOOK price 3d. 


against rickets and nutritional anaemia, 


OSTERMILK 


GLAXO LABORATORIES LTD. GREENFORD, MIDDLESEX BYRon 3434 \/ ; 


Times, August 21, 1064 | 
+ 
Z 
HEE. 
A’ 


910 


Royal College of Nursing 


Sister Tutor Section 


TUTORS IN THE MENTAL HOSPITAL 
AND MENTAL DEFICIENCY FIELDS 


A business meeting and afternoon confer- 
ence will be held on Saturday, November 6, 
for tutors working in the mental hospital 
and mental deficiency fields. Fee for the 
day, including coffee and tea, 5s. Applica- 
tion forms may be obtained from the 
Secretary of the Section, Royal College of 
Nursing, Henrietta Place, Cavendish Square, 
London, W.1. 


Ward and Departmental 
Sisters Section 


Ward and Departmental Sisters Section 
within the Glasgow Branch.—A meeting 
will be held at Victoria Infirmary on Tues- 


day, August 31, at 7.30 p.m. Discussion: 
Outpatients and Outpatient Departments. 


Occupational Health Section 


Hull Group.—A meeting will be held in 
the Recreation Hall, Hull Royal Infirmary, 
on Monday, August 30, at 7.30 pm. A 
welcome will be extended to all sister 
tutors in the area: discussion on student 
nurses’ visits, and visits to industrial 
surgeries. Any industrial nurses who have 


Membership forms for the College 
may be obtained from the General 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square. 
W.1, or local Branch secretaries. 
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not yet joined the Group will also be 
welcome. A hospital almoner will speak 
later in the evening. 


Branch Notices 


Hastings and District Branch.—A visit to 
Queen Victoria Hospital, East Grinstead, 
has been arranged for Wednesday, Sep. 
tember 15, at 11 a.m. 

North Western Metropolitan Branch.— 
The office at Room 496, Tavistock House 
South, Tavistock Square, W.C.1, will be 
closed from Friday, August 20, until 
Monday, September 6, while the secretary 
is on holiday. Correspondence sent to the 
above address during this time will be 
forwarded to the treasurer, who will deal 
with anything requiring urgent attention. 

Truro and District Branch.—A study day 
is being arranged by the Truro and Redruth 
Branches of the Royal College of Nursing 
and the Royal College of Midwives, to be 


(continued on next page) 


EDUCATION DEPARTMENT 
Courses in the Public Health Field’ 


FULL-TIME PREPARATORY COURSES 1954-55 


Health Visitors. In preparation for the certificate ot the Royal 
Sanitary Institute. One academic year, beginning September 
1954—50 gns. 

Industrial Nurses. In preparation for the Certificate of the Royal 
College of Nursing. Six months, October 1954—May 1955— 
45 gns. 


FOR EXPERIENCED PUBLIC HEALTH NURSES, _ IN 
PREPARATION FOR TEACHING OR ADMINISTRATIVE 
POSTS 


FULL-TIME COURSES 


Health Visitor Tutors. In preparation for the certificate of the 
Royal College of Nursing. One academic year—50 gns. 

District Nurse Tutors. In preparation for the certificate of the 
Royal College of Nursing. One academic year—50 gns. 

Nursing Administration—Public Health. In preparation for the 
certificate of the Royal College of Nursing. One academic 
year—S0 gns. 

Nursing Administration—Industrial. In preparation for the 
certificate of the Royal College of Nursing. One academic 
year—50 gns. 

Tutors. to Industrial Nurse Students. In preparation for the 
Certificate of the Royal College of Nursing. One academic 
year—5S0 gns. 

(All these begin in September) 


PART-TIME COURSES 


Diploma in Nursing—Part A. In preparation for the University 
of London Diploma in Nursing. One academic year, Tuesday 
and Thursday evenings, beginning September 21—{17 15s. 

Course in the Teaching of Parentcraft (for experienced health 
visitors). In preparation for the certificate of the Royal College 
of Nursing. Six months, one whole day a week, beginning 
October—15 gns. 


REFRESHER COURSES 
OXFORD—RESIDENTIAL COURSE 


Health—A Consideration of its Varying Facets (March 19— 
April 1, 1955). 
Special Study Groups: 
(a) Health in relation to occupation. 
(6) The handicapped child—a study of the aims of special 
educational treatment. 


LONDON—RESIDENTIAL COURSE 


Ends and Means in Health Promotion (September 3-17, 1955). 
Special Study Groups: 
(a) Changing trends in the tuberculosis service. 


* Courses for hospital nurses were announced in the ‘ Nursing 
Times’ of August 14. 


(6) Health in relation to housing. 
(c) Methods of health teaching. 
(@ Recent advances in the field of nutrition. 


LONDON—NON-RESIDENTIAL COURSE: 


The Health Services: A Study of Changing Concepts (Novem- 
ber 14-26, 1955) 
Special Study Groups: 
(a) The health visitor’s part in the promotion of mental health. 
(6) Our changing social structure. 
(c) The problem of ageing—some physiological and psycho- 
logical factors. 
(d) The contribution of the health visitor to the preventive 
and after-care services. 


OTHER REFRESHER COURSES AND SPECIAL COURSES 


1. For General Trained State-registered Nurses working in the 
public health or in the hospital field: 
(a) Special Course on Tuberculosis. November 14-16, 1954— 
Birmingham. 
(b) Special Course on Mental Health. February 14-19, 1955— 
Birmingham. 


2. For Tutors and Administrators working in the public health 
or in the hospital field: 
Refresher Course. March 21-26, 1955—London. 


3. For Home or Domiciliary Nurses: 
Refresher Course. September 26—October 1, 1954—Bir- 
mingham. 


4. For Nursery Matrons: 
Refresher Course. November 29—December 3, 1954—-London. 


5. For Industrial Nurses: 
Refresher Course. January 1955—London. 


FEES 

Two-Week Course. Lecture fee £6 6s., residence fee (approximate 
and subject to minor alteration) £14 14s. 

Other Refresher Courses and Special Courses. College members £2 2s., 
non-members £3 3s, members of affiliated associations £2 12s. 6d. 

Special Course on Tuberculosis. College members £1 1s., non-members 
£1 10s., members of affiliated associations £1 5s. 6d. 

Single Lectures. Single lecture sessions may be attended at the above 
courses: College members 2s. 6d., non-members 4s., members of affiliated 
associations 3s. 3d. 


Reservation of Vacancies 

Vacancies for all courses are limited and it is recommended that 
application be made as early as possible to the Director in the Education 
Department, Royal College of Nursing, la, Henrietta Place, Cavendish 
Square, W.1. In the case of courses to be held in Birmingham a 
should be made direct to the Education Officer, Royal College of 
Nursing Education Centre, 162, Hagley Road, Edgbaston, Birmingham 16. 
A booking fee of £1 1s. should accompany all applications for the two-week 
refresher courses for health visitors, school nurses and tuberculosis visitors. 
This will be deducted from the full fee which should be paid not later that 
four weeks before the course begins. Any vacancy not filled must be 
cancelled one month before the course begins, otherwise fees cannot be 
returned Students responsible for their own fees are advised to get in 
touch with the Director in the Education Department. 
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held on Saturday, October9. Further details 
of the programme will be announced shortly. 
Wigan Branch.—A meeting will be held 
at The Royal Infirmary, Wigan, on 
Wednesday, September 8, at 7.30 p.m. 
Worthing and South West Sussex Branch. 
£-A committee meeting will be held at 
Worthing Hospital on Wednesday, Septem- 
ber 15, at 2.15 p.m., followed by an open 
meeting and‘ social afternoon at 3 p.m. 


NURSES APPEAL 
Nation’s Fund for Nurses 


It is with much gratitude that we thank 
all our contributors for their generosity and 
constant remembrance of the many retired 
nurses who badly need a helping hand. The 
first donation on our list of very kind contri- 
butions received this week shows the 
wonderful’ sum of £142 10s. This was 
raised by a fete held in the village of 
Emsworth, supported by the Portsmouth 
Branch, and our warmest thanks are due 
to the matron of Emsworth Hospital and 
her band of willing helpers. 

Contributions for week ending August 14 


£ s. 
Matron and friends of Emsworth om, ee 

Raised by a fete .142 10 0O 
Miss A. Smith. Towards a holiday be 1 0 0 
College Member 549. Towards a holiday 1 0 0 
Miss K. H. Wheeler. Monthly donation 7 © 
College mg 30195. Monthly donation .. 20 
Miss M. L. Belfast. In gratitude for a 

100 

Staff, General Hospital, Sunderland. 

Monthly donation 
H. Monthly; donation .. 1 0 0 

Hey hildren’s Monthly 

22 0 
E.M.C. L. Towards a holida 
College Member 3569. ‘Monthly donation 10 0 

Total £1563 19 6 
W. SPICER, 


Secretary, Nurses ye Committee, Royal College of 
Nursing, Henrietta Place, Cavendish Square, London, W.1. 


Student Nurses’ Association 


Application to enter the London 
Area Speechmaking Contest of the 
Student Nurses’ Association must reach 
Miss M. N. Copley, Royal College of 
Nursing, Henrietta Place, Cavendish 
Square, London, W.1, not later than 
first post on Wednesday, September 1. 


Pethidine in Midwifery 


MINISTRY OF HEALTH 
MEMORANDUM 


General practitioners are reminded that 
Regulation 13 (4) of the Dangerous Drugs 
Regulations, 1953, provides for the supply 
of pethidine, medicinal opium and tincture 
of opium to a midwife by means of an order 
given on the authority of the medical 
officer of health of the local health authority 
and also lays down the method in which the 
midwife must record the drug so obtained 
and the amount used. 

Where the midwife is acting under the 
supervision of a doctor she may still use 
the supply she has obtained in this way. 
It would be in order for her to administer 
a supply prescribed by the doctor or issued 
directly by him, but it is clearly desirable 
that this source of supply be avoided to 
prevent confusion and waste. 

It is therefore suggested that where a 
midwife is employed, the general practitioner 
should not prescribe a supply of pethidine, 
medicinal opium or tincture of opium, or 
issue it personally, but should rely on the 
midwife’s supply. A midwife is not herself 
permitted to procure supplies of these drugs 
on a doctor’s order. [Aucusr, 1954.] 
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The British Commonwealth and Empire 


Nurses War Memorial Fund Scholarships 


HE British Commonwealth and Empire 

Nurses War Memorial Fund announces 
the following award of scholarships for 
1954/55, of which six go to nurses of the 
United Kingdom, one to India, one to 
South Africa and one to Cyprus. This 
year for the first time one of the scholarships 
available to United Kingdom nurses has 
been named The Duchess of Northumber- 
land Scholarship as a tribute to the work 
of Helen, Duchess of Northumberland, 
G.C.V.O., C.B.E., who has been President 
of the Fund since its beginning. This 
scholarship has been awarded to Miss 
Esther C. Hindley, S.R.N., S.C.M., assistant 
matron, The National Hospital for Nervous 
Diseases, London. 

Robert Wood Johnson Scholarship: Miss 


Margaret Nairn, R.G.N., S.C.M., health 
visitor, Department of Public Health, 
Aberdeen. 

Sir James Knott Scholarships: Miss 
Evelyn Robson, S.R.N., S.C.M.,_ sister, 
Premature Baby Unit, Princess Mary 


Maternity Hospital, Newcastle upon Tyne; 


Miss Dorothy Vickers, S.R.N., S.C.M., 
M.T.D., midwife teacher, Sunderland Mater- 
nity Hospital. 

Permanent Fund Scholarships: Miss 
Lily L. Gent, S.R.N., R.S.C.N., C.M.B. 
Part I, sister, City of Birmingham Milk 
Bureau; Miss Frances K. S. Chatfield, 
S.R.N., Industrial Nursing Cert., welfare 
officer, retail staff, Boots Pure Drug Co. 
Ltd., London. 

The Lady Louis Mountbatten Scholar- 
ship (allocated for 1954 to the Republic 
of India): Miss Alice Zachariah, Trained 
Nurse and Midwife, Sister Tutor Cert., assis- 
tant nursing superintendent, Kugler Mission 
Hospital, Guntur. 

Permanent Fund Scholarship (South 
Africa): Miss Petronella van W. Bester, 
Trained Nurse, Diploma in Nursing, mid- 
wifery tutor, Peninsula Maternity Hospital, 
Cape Town. 

Royal College of Physicians Scholarship 
(Cyprus): Miss Loulla M. Bouyouka, 
S.R.N., S.C.M., acting sister tutor, General 
Hospital, Nicosia, Cyprus. 


STATE EXAMINATION QUESTIONS 
General Nursing Council for England and Wales 


Final Examination for Sick Children’s 
Nurses 
INFANT CARE IN HEALTH AND DISBASE, 
AND MEDICAL DISEASES OF CHILDREN 


Answer three questions only. 

1. What is the nutritional value of a glass 
of milk (% pint) ? 

2. Write brief notes on the following: (a) 
cyanosis; (6) anoxia; (c) anoxaemia; (d) 
anaemia; (e) asphyxia. 

3. Describe a typical attack of whooping- 
cough in a child of toddler age. What are 
the important complications ? 

4. Give an account of the cases and 
of vomiting occurring in infants under three 
months old. 

5. What would make you think that a 
child was developing diabetes mellitus ? 
How would the suspicions be confirmed ? 
Discuss briefly the general principles of 
treatment. 


SURGICAL DISEASES OF CHILDREN 
Answer three questions only. 

1. What is an inguinal hernia ? Describe 
the signs, symptoms and complications. 
How is the condition treated ? 

2. A child is knocked down by a motor- 
car and is admitted to the outpatient 
department of a hospital in an unconscious 
state. Describe the immediate treatment 
and the observation and management 
required’ from a nursing standpoint. 

3. Describe the signs and symptoms of 
acute appendicitis. What complications 
may arise after operative treatment and 
what would lead you to suspect their 
presence ? 

4. Give an account of a case of intus- 
susception. What preparation may 
required before operition 

5. At what age shuld a child walk 
unaided ? Discuss the causes of delay in 
reaching this milestonc. 


GENERAL NurRsInG or SICK CHILDREN 


Answer five questicns only. 
1. A child aged 18 months is admitted 
with a high temperature. What instructions 


would you, as a senior nurse, give to the 
junior nurses in the ward ? 

2. Describe the nursing care of a patient 
suffering from cardiac failure. 

. Write an account of the treatment and 
nursing care of a child suffering from 
tonsillitis and enlarged glands in the neck. 

4. Describe in detail how you wovid 
or age and give a nasal feed to a mar smic 

by aged four months. 

5. Give an account of the nursing care 
necessary for a child aged seven years who 
has had a tracheotomy perfo:imed. 

6. John, aged four years, is very home- 
sick; his parents live at a great distance 
from the hospital and dw not visit frequently 
What measures may be taken by the nuising 
staff to help John to feel less deprivea ? 

7. Give the treatment and nursing care ot 
an infant aged 1¥ months suffering trom 
broncho-pneumonia and being nursed in an 
oxygen tent. 


The Board of E taminers by whom these were set 
is constituted as follows: R. H. Dosss, m.D, 
F.R.C.P., H. H Nrxon, Esg., M.B., B.Cum., 

Lomax, 


Miss O. Epwanps, S.R.N., R.S.C.N., Miss H. O. 


S.R.N., R.S.CN 


Black Notley Hospital, Braintree, Essex.— 
The annual reunion and prizegiving will be 
held on Friday, September 17, at 5 p.m. 
All former members of the staff are cordially 
invited. R.S.V.P. to matron. 


Brighton General Hospital. —The annual 
prizegiving will be held in the Nurses’ Home 
on Wednesday, September I, A 
All past members of the nursing are 
cordially invited. R.S.V.P. to matron. 


West Fife Hospitals Group Training 
School.—The annual reunion and prize- 
giving will take place in the Music Pavilion, 
Pittencrieff Park, Dunfermline, on Saturday, 
September 18, at 3 p.m. Former nurses are 
cordially invited to attend. R.S.V.P. to 
Miss E. Gorrie, matron, Dunfermline and 
West Fife Hospital, by September 10. 
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